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Fractures about the hip may be divided 
into two groups: those which occur through 
the neck proper and situated within the 
joint, the so-called intracapsular type; and 
those which occur through the region of 
the trochanter, the so-called intertrochan- 
teric fractures. The latter are prone to 
unite without difficulty regardless of the 
treatment used, but often result in short- 
ening and deformity, due to loss of the 
normal angle between the neck and shaft. 


Fractures of the neck of the femur 
proper, present an entirely different prob- 
lem. It is well known that they unite 
slowly, and frequently not at all. No other 
major fracture shows such a high per- 
centage of non-union. The mortality rate 
is also quite high due to the advanced age 
and physical infirmities of this class of 
patients. 

These cases have received more consid- 
eration in the past six years than at any 
time since Royal Whitman introduced his 
classical method of reduction plus abduc- 
tion cast treatment. This was about 30 
years ago. He was the first to prove that 
closed reduction could be accomplished 
and also that union could be obtained. Be- 
cause his teachings were based upon sound 
anatomical and physiological principles, his 
method was widely accepted and for a time 
surpassed any other means used to solve 
this problem. 





*Read at Annual Meeting Oklahoma State Medical Asso- 
ciation, May 2, 1939. 





As carefully prepared statistics began 
to accumulate, it became increasingly more 
apparent that the percentage of union with 
this treatment is not nearly as high as we 
once believed. It is now generally recog- 
nized that with the best of treatment, in- 
cluding carefully planned and well exe- 
cuted follow-up management, that union 
is attained in only 60 to 65 per cent of cases 
where external fixation alone is depended 
upon. 

Three basic requirements are necessary 
for the healing of any fracture: 


1. Sufficient circulation to the frag- 
ments. 


2. Adequate reduction. 
3. Proper immobilization. 


Much has been said about the inade- 
quacy of the circulation to the head and 
neck of the femur. 

Through the investigation of Wolcott", 
Chandler and Kreuscher’, and many 
others, the circulation of the hip has been 
clearly worked out. In brief, it may be 
said that the chief blood supply comes from 
three sources. 

First, branches of the nutrient artery 
which continue upward from the shaft into 
the neck, supplying the head and neck with 
fair-sized vessels. 


Second, the capsular arteries which pene- 
trate the capsule of the joint and enter the 
neck chiefly through the foramina situated 
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FIG. 1-B 


After reduction and fixation 





with Kirschner wires. 


FIG. 1-A 


removed. 
Mrs. B. W., Age 58. 
Fracture of right femur 


before reduction. 


on the posterior superior surface. The in- 
spection of any dried specimen will clearly 
show their presence. They furnish an 
adequate supply and are constantly 
present. 

Three, vessels contained in the liga- 
mentum teres and entering the head 
through this medium. These are variable 
in size and are not constantly present, but 
undoubtedly provide more or less blood 
supply. The study of injected specimens 
by means of the roentgenograms show an 
anastamosis between these vessels and 
those entering from the capsule. Thus, 
under ordinary conditions, it is safe to as- 
sume that there is an abundant blood sup- 
ply to the head and neck of the femur. It 
may be stated, therefore, that poor circu- 
lation is not a primary factor in failure to 
secure union. 


In fractures of long bones generally, any 
degree of apposition, so long as the frag- 
ments touch, is sufficient for union. This 
is not true in fractures of the neck of the 
femur. The periosteum of the femoral neck 
is considered to be deficient or absent en- 
tirely. Callus formation is of the endosteal 
rather than periosteal variety. It is well 
known that this type of union occurs only 
where there is accurate reduction and re- 
placement of the fragments. Thus, it fol- 
lows that accurate reduction of the frac- 





FIG. 1-C 


Solid union 
19 months after operation. 


One wire, 
across joint into the pelvis, was 


ture is necessary before union can be 
reasonably expected to occur. 


The question naturally arises—Is there 
any method whereby the fracture can be 
accurately reduced? The answer is in the 
affirmative. Surgeons who have opened 
the joint immediately following the reduc- 
tion as practiced by Whitman, or who have 
carried out his technique following ex- 
posure of the fragments, have verified the 
fact that complete apposition of the frag- 
ments practically always takes place. 
Gaenslen’, in an experimental study pro- 
ducing fractures of the neck, in dissecting 
room specimens found not infrequently a 
portion of the joint capsule interposed be- 
tween the fragments, a condition which 
probably occurs more often than we realize 
and serves to inhibit union. Similar find- 
ings have been reported in the living sub- 
ject by Cubbins* and his co-workers. Gaen- 
slen stated that traction and extension 
(Whitman) failed to release the capsule, 
but release was invariably accomplished 
by traction, plus flexion of the hip to 90 
degrees. This is the principle of the Lead- 
better® technique. It is the author’s con- 
viction, based upon clinical observation, 
that too much emphasis cannot be placed 
on securing accurate and complete reduc- 
tion. We routinely use the Leadbetter 
method because we feel that it embodies 
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the Whitman principles and has the addi- 
tional advantage of releasing the capsule 
in cases where interposition is present. 


The third requirement, proper immobili- 
zation, is also one of paramount impor- 
tance. Experience with the impacted type 
teaches us that union promptly occurs. 
This is due to the absence of displacement 
of the fragments, and, therefore, a mini- 
mum damage to the blood supply. Neither 
is there opportunity for inclusion of the 
capsule. The entanglement of the frag- 
ments provides complete fixation and this 


makes for uninterrupted healing. In the 
average case, displacement rather than 
impaction is the rule. Granting proper 
reduction, it is my belief that success or 
failure very often depends upon how effi- 
ciently the case is immobilized. It is al- 
most impossible to attain this end by means 
of a plaster cast. No external dressing can 
be applied firmly enough to prevent some 
motion at the fracture. Most patients, 
especially those who tend to be obese, lose 
weight rapidly in a cast. In a short time 
it becomes so loose that the patient can 
turn and move about 








FIG. 2-A 
Mrs. L. C. F., Age 76. 
Before reduction. 





FIG. 2-C 
Lateral view showing wires in 
neck of femur. 





After reduction. Fixation 
with Kirschner wires. 





with considerable 
freedom. Thus, the 
mechanical effec- 
tiveness of the 
appliance is lost. 
Movements of the 
body, together with 
muscle pull about 
the hip, produce 
minute displace- 
ments and stresses 
of a shearing charac- 
ter w hich unques- 
tionably retard cal- 
lus formation. Clin- 
ical observation and 
study of the cases 
contained in this re- 
port, convince me 
that too much con- 
sideration cannot be 
paid to this factor. 


FIG. 2-B 


Thus it is seen 
that whereas suit- 
able methods of re- 
duction have been 
devised, perhaps 
failure to obtain 
healing in a higher 
percentage of cases 
can be attributed to 
inadequate fixation 
of the fracture until 
union can occur. 


In 1931, Smith- 
Peterson’ of Boston 
revived the pro- 
cedure of internal 
fixation, a principle 


FIG. 2-D which has been 
Solid union. 
Thirteen months post-operative. 


Excellent function. 
known for many 
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years. Apparently, Von Langenbeck" in 
1850 was the first to use transfixation of 
this fracture. The operation was not suc- 
cessful because the patient died. It is not 
within the scope of this paper to review 
the literature. A list of references is ap- 
pended for those interested. Suffice it to 
say that the method was practiced with 
more or less indifferent results until recent 
years. 

All sorts of wires, screws, nails, etc., were 
employed by the earlier investigators. 
Smith-Peterson suggested the use of an 
ingenious three flanged nail which he de- 
vised to hold the fragments securely to- 
gether. At first, he advocated wide ex- 
posure of the joint, accurate reduction of 
the fracture under direct vision, followed 
by nailing. In recent years’, he has 
changed his views and now believes that 
the operation can be successfully done 
without opening the joint. His work was 
given an added impetus by the work of 
Leonard and George’ who introduced a 
technique for obtaining lateral X-ray views 
of the hip. Although their original tech- 
nique has been replaced by that of Fergu- 
son and Liebolt*, due credit must be given 
Leonard and George for first clearly 
demonstrating that lateral views of the 
hip are possible. Without them, I do not 
believe the operation could enjoy its 
present success. By means of anterior- 


posterior and lateral roentgenograms, an 
absolute check is possible on the accuracy 
of reduction and serves as a guide to cor- 
rect placement of internal fixation appli- 
ances. 

Those who favor internal fixation belong 
to two schools: (1) Closed internal fixa- 
tion, using screws, pins, bolts, three flanged 
nail, or Kirschner wires; (2) open internal 
fixation, using similar devices except that 
they are introduced after opening the joint 
and reducing the fracture. 


The voluminous literature which has 
grown up in relation to this subject has 
been excellently reviewed by Callahan’ in 
a recent article. 


My experience is limited almost entirely 
to the first method. In only one case was 
open reduction resorted to. The case was 
a boy aged 13 years who sustained a se- 
vere fracture at the base of the femoral 
neck and, in addition, a complete avulsion 
of the greater trochanter. Attempts at 
closed reduction by means of traction and 
manipulation failed. Open reduction was 
resorted to, using Kirschner wires to fix 
the fragments. An excellent result was 
obtained. 

When this method was first adopted, we 
used Kirschner wires. Since then, I have 
tried Moore pins and the Smith-Peterson 
nail. The results in connection with each 








FIG. 3-A 


L. B. Boy, age 13. 
Before reduction. 


FIG. 3-B 
After reduction. 


FIG. 3-C 
Final result. 
Solid union. Excellent function. 
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FIG. 4-A 
Mrs. M. H. Age 60. 


Fracture of neck of the right femur before 
reduction; and after reduction, showing 
fixation with Smith-Peterson nail. 





FIG. 4-B 


Fracture eight months after operation. 
Excellent function. Apparently solid 
union. No pain or disability. 


method are given in charts accompanying 
this paper. Which is the better type of 
fixation appliance has as yet not been defi- 
nitely determined. In my opinion, it makes 
no difference whether one large nail or 
several smaller ones are used. The aggre- 
gate amount of metal is probably about 
the same in either case. 


OPERATION 


The technique we employ follows gen- 
erally that described by Moore* and by 
Smith-Peterson’®. Although the operation 
can be successfully performed under local 
anaesthetic, I prefer either gas (cyclopro- 
pane) or spinal anaesthesia. When proper- 
ly administered, they are well tolerated 
and relatively safe. We have had no 
deaths which could be attributed to their 
use. 


The patient is placed on an ordinary 
operating table, with the hips centered over 
a “cassette tunnel.” This is a shallow box 
constructed of material not impervious to 
passage of X-rays. It is open at each end. 
By this means, the X-ray cassette can be 
placed under the affected hip from the 
opposite side of the table without disturb- 
ing the sterile draping. 

The fracture is now reduced and roent- 
genograms of both the anterior-posterior 
and lateral] views are taken to check the 
reduction. While the patient is being pre- 
pared and draped, the films are developed. 
Any adjustment of the fracture can be 
easily made without disturbing the patient 
or breaking the aseptic technique. 

An incision is made from a point oppo- 
site the trochanter and extends down the 
lateral aspect of the thigh, parallel with 
the shaft of the femur, for about five or six 
inches. The attachment of the vastus ex- 
ternus muscle is identified. The femur is 
exposed subperiostally for about three 
inches below this point by separating the 
fibers of this muscle. An assistant holds 
the extremity in extension and about 25 
degrees abduction, with 20 degrees of in- 
ternal rotation. In this position, the neck 
of the femur is approximately parallel to 
the surface of the table. The central axis 
of the neck is located at a point about 
three-quarters of an inch below the su- 
perior attachment of the vastus externus 
muscle and at an angle of about 45 degrees 
with the lateral aspect of the shaft. 


From here on, the technique varies with 
the type of fixation appliance used. If 
Kirschner wires or pins are employed, 
they are drilled upward into the neck and 
head, using this point as the center of a 
small circle, care being taken to see that 
they are so placed as to be confined within 
the circumference of the neck and do not 
enter the acetabulum. Should this occur, 
they must be withdrawn so that the point 
of the pin, while engaging the compact 
bone of the head, does not enter the joint. 
Failure to observe this precaution results 
in post-operative pain and traumatic arth- 
ritis which may be a very serious compli- 
cation. After one or two are placed, I 
always check with anterior-posterior and 
lateral roentgenograms to see that they 
are in proper position and do not enter the 
joint. It is desirable that they cross with- 
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FIG. 5-A 
Mrs. K. A. Age 61. 
Fracture of neck of left femur be- 
fore reduction. 





FIG. 5-B 
Lateral view after reduction: 
Moore nails maintaining posi- 
tion. 





in the substance of the neck so as to fix 
the fragments more securely. As a rule, 
three or four are sufficient for fixation. 


When the Smith-Peterson nail is used, 
a heavy guide wire is drilled in and its 
position verified. If satisfactory, the nail, 
which has a hole down the center, is 
threaded over the wire and inserted. The 
purpose of the guide wire is to direct the 
nai] in the proper course. Should the pins 
or wires go astray, no difficulty is ex- 
perienced in reinserting them in the proper 
direction. The additional drill channels 


thus produced may assist in revasculariz- 
ing the fracture. 


Before the operation is completed, roent- 
genograms should be made in both planes 
to insure that proper reduction and nail- 
ing has been accomplished. The ends of 
the pins or wires are cut off close to the 
bone. The incision is closed in the usual 
manner and sterile dressing applied. 


Many mechanical aids to direct the 
course and depth of the pin, wire, or nail, 
have been developed, but I have not found 
their use necessary. By a careful study 
of the X-ray, one can estimate fairly ac- 
curately the direction the appliance should 
take and its length. Although the impor- 








FIG. 5-C 
AP view following nailing with Moore nails. 





FIG. 5-D 


One year after operation. Union of frac- 
ture with normal function of hip. 
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tance of impaction following nailing, has 
been stressed, I have not used it routinely. 


In some of the earlier cases, we used ex- 
ternal fixation in the form of traction or 
a Thomas splint, but at the present time 
we feel that no external fixation is neces- 
sary except a boot cast with a cross bar 
at the ankle which is built up on the outer 
side to prevent external rotation of the leg. 


The post-operative management is di- 
rected toward keeping the patient com- 
fortable and happy. We believe that in 
spite of the stability of the fracture follow- 
ing proper internal fixation, too much lib- 
erty should not be taken with it. Patient 
is kept in bed or a wheel chair for three 
months, after which crutches are permitted, 
but full weight-bearing is never encour- 
aged or recommended under six months. 
We prefer not to remove the nails or pins 
under one year. As a matter of fact, they 
may remain in situ indefinitely if they 
cause no trouble. 


In the early cases we used Kirschner 
wires, but soon found that these were un- 
suitable because of the tendency to loosen 
up and back out under the skin, causing 
pain and requiring early removal. Then, 
too, the heaviest Kirschner wire does not 
seem to be large enough to firmly fix the 
fragments. 

Although a number of good results ac- 
crued from this method, it was soon dis- 
carded in favor of the Moore pins. Ex- 
perience with this was, on the whole, sat- 
isfactory; but, for some reason, it seemed 
more difficult to properly introduce these 
pins than the Kirschner wires. They have 
the advantage, however, of not backing 
out, and I believe the mechanical principle 
to be sound. In no case where wire or pin 
was used, have we ever noted any tendency 
to migration into the pelvis, a complica- 
tion which has been reported. 


Recently, we have been using the Smith- 
Peterson nail. So far, the results have 
been satisfactory. It is my opinion that 
this is a much easier operation, especially 
when a guide wire is used to direct the 
course of the nail. Apparently, the frag- 
ments are thoroughly immobilized and 


there are no untoward effects from the. 


presence of such a large piece of metal. 


It has been stated that nailing of a frac- 
tured hip can be accomplished in a short 


space of time. In my experience, this is 
not true. The necessary steps are time 
consuming and must be controlled with 
frequent X-ray examinations during each 
step in order to insure success. While it 
may seem to be a simple procedure in the 
hands of experts, it is certainly difficult 
and complicated for the novice. The op- 
eration should not be undertaken except in 
a well equipped hospital where trained 
assistants are available and where portable 
X-ray equipment is at hand. 


The advantages of internal fixation over 
cast treatment are many. The comfort of 
the patient is a factor of the greatest im- 
portance. They are not encumbered with 
an extensive cast which entails a pro- 
longed stay in the hospital for weeks or 
months. The customary stiffness of the 
knee joint, seen following prolonged im- 
mobilization in plaster, is lacking. Compli- 
cations which accompany the sudden with- 
drawal of activity in the aged, are reduced. 
The patient has the assurance of freedom 
of the bed and has the promise of a wheel 
chair in a short time. I have been im- 
pressed with the fact that these patients 
have practically no pain following opera- 
tion and are able to move the extremity 
around with remarkable ease. Finally, 
this method is much less expensive. Not 
infrequently, the patient is able to leave 
the hospital within a week. He does not 
require the expert nursing care which is 
so essential to the cast treatment. 


RESULTS 


No case is reported as a result, in this 
paper, earlier than six months following 
operation. 

An analysis of results shows that out of 
21 cases, 16, or 76.16 per cent, obtained solid 
union. There were two deaths before 
union could occur, or 9.52 per cent. One 
patient died 12 days following operation, 
from uremia. The second death occurred 
in a 93-year-old woman who developed 
broncho-pneumonia three weeks following 
operation. There were three non-unions, 
or 14.28 per cent. In two of these cases, 
the fracture was not nailed until four and 
six weeks, respectively, following injury. 
In the third patient, failure to obtain ac- 
curate reduction probably accounted for 
the poor result. 


There were three cases of impacted 
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UNIMPACTED FRACTURES TREATED WITH SMITH-PETERSON NAILS 
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fractures in this series, which united with- 
out any difficulty. 


The mere fact that the fracture united, 
does not tell the whole story. A further 
analysis of the 16 cases which united re- 
veals an excellent functional result in 13 
cases. In three patients, union of the frac- 
ture occurred, but the functional result was 
poor. In one case, post-operative infection 
developed which resulted in a painful, 
arthritic hip. In one patient, a gunshot 
fracture of the neck of the femur, necrosis 
of the head occurred in spite of union, re- 
sulting in a painful hip. In one patient, a 
90-year-old woman, union was obtained 
and she lived for one year following opera- 
tion; but, due to her advanced age and 
poor physical condition, she was never 
able to walk. 
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The Removal of Non-Magnetic Foreign Bodies 
From the Vitreous With Report of a Case* 


J. J. Caviness, M.D. 
OKLAHOMA CITY, OKLAHOMA 


Prior to the discovery of X-rays, attempts 
were made to remove foreign bodies from 
the vitreous by various methods. Most of 
the cases of which we have any record of 
removal were those of magnetic sub- 
stances. 


In 1893 Norris and Oliver’ reported 100 
cases of Hirschbergs, giving a description 
of the methods of removal; these were all 
cases of magnetic substances. 


In 1896 F. H. Williams? of Boston, made 
the first successful demonstration of intra 
ocular foreign body by means of the X- 
ray. Following this incident, there was a 
great stimulation of interest in the study 
of such injuries together with an increase 
in the literature on the subject of the diag- 
nosis and treatment of intra ocular foreign 
bodies. 


Localization of intra ocular foreign 
bodies, by means of X-ray, was made pos- 
sible by Sweet*® in 1909 and from that time 
dates the real beginning of our present 
knowledge of this subject. 


Following this discovery many cases of 
intra vitreous foreign bodies were success- 
fully removed by means of the magnet 
and extraction; these, however, were all 
magnetic substances and little was said 
during this same period, relative to the 
treatment of the various non-magnetic 
foreign bodies in the vitreous. The rou- 
tine treatment in such injuries was the 
removal of the eye. 


As late as 1927, E. C. Ellet*, in an article 
in the Trans-American Ophthalmological 
Society, entitled “Wounds of The Eye By 
Projectiles of Small Caliber and Low Ve- 
locity,” with special reference to bird shot, 
gave a very gloomy report of his opinion 
on the outcome of such injuries. He stated 
that such an eye is almost always lost; 





*Read before the Section on Eye, Ear, Nose and Throat, 
Annual Meeting, Oklahoma State Medical Association, Okla- 
homa City, May 2, 1939. 


that the injuries in which there were re- 
tained shot in the vitreous, give even a 
poorer prognosis than the cases where 
through and through injuries occurred. He 
stated that such retained shot almost al- 
ways caused loss of vision and ultimately 
loss of the eyeball, as a result of chronic 
infection. 

In 1927 G. H. Cross® first made mention 
of the use of the biplane fluoroscope, as an 
aid in the removal of a lead shot from the 
vitreous. He was able by means of this 
procedure to locate the shot, which was 
removed by means of a specially designed 
cross action wire forceps inserted through 
an incision in the sclera. 


He reported another such case® in 1929, 
in which a number eight lead shot was re- 
moved from the vitreous, with resulting 
vision of 20-20. He published other ar- 
ticles in 1930", 1930-315, and 1935°, dealing 
with various phases of the subject, giving 
case reports and description of technique. 
He reported a total of 18 cases of non- 
magnetic foreign bodies of various nature, 
where removal was effected with the same 
general procedure, using the biplane 
fluoroscope and forceps to suit the par- 
ticular case. 


In 1934'° and 1936" Harvey E. Thorpe 
reported an ocular endoscope and a new 
forceps for the removal of lead shot from 
the vitreous. He did not report any cases. 


In 1937 Borley’* and Leef of San Fran- 
cisco, reported one case of a 50-year-old 
man in which a lead shot was removed 
from the vitreous of the right eye, by means 
of the biplane fluoroscope and a specially 
designed cross action wire forceps. The 
resulting vision was the same as before 
operation, namely, light perception. 


In searching the literature we were un- 
able to find any further case reports of 
similar cases up to the present time. 
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Foreign bodies in the vitreous, non- 
magnetic in character, are by no means 
rare. They may consist of lead shot or 
other bits of lead, glass fragments, splint- 
ers of wood, bits of stone, gun caps and 
other substances. 


Lead particles as well as copper and 
stone cast a definite shadow and are easily 
seen in X-ray films. Certain types of glass 
also cast very definite shadows while other 
types may not show in the least. The 
commonest injuries seen by the Ophthal- 
mologist in intra vitreous non-magnetic 
foreign bodies are produced by lead shot, 
by particles of copper from gun caps, and 
by fragments of glass; usually the last 
named is a result of automobile injuries. 


While it would be absurd to state that 
all non-magnetic foreign bodies in the 
vitreous, could or should be removed, one 
may state positively that we have made 
progress in the successful handling of such 
cases. 

Where one finds severe destructive in- 
juries in the globe with a retained foreign 
body in the vitreous, it would cf course be 
a waste of time and poor judgment to even 
attempt removal of such foreign body. 
Where one finds a great loss of the vitreous 
body, such attempts are unsuccessful even 
from the standpoint of preservation of the 
globe. Where preservation of the globe is 
possible, removal of the foreign body is 
advisable, even though the vision may be 
lost. 

Discovery of the X-ray and Sweet’s® 
method of localization of foreign bodies in 
the vitreous, has made the diagnosis and 
treatment of these injuries more rational. 
The handling of specific cases has become 
more nearly standardized. In certain 
types of injuries the results have been 
gratifying, when one compares the results 
of present day treatment to those of a 
decade or more past. 


The type of foreign bodies of non-mag- 
netic nature in the vitreous that give the 
best chance for removal and preservation 
of vision and of the globe, are the various 
kinds of lead shot and other small bits of 
non-magnetic substances that cast enough 
shadow to be seen with the fluoroscope. 
In such cases the use of the biplane flour- 
oscope together with the cross action wire 
forceps, molded to fit over the individual 


foreign body, affords us an excellent chance 
for successful removal of such foreign 
body. As I have stated before, removal of 
any foreign body should not be attempted 
if there has been too much damage to the 
eye structures. 


It is the exception rather than the rule, 
where the eye does not react rather quick- 
ly to the presence of a foreign body, 
wherever the location may be. This is 
especially true of the vitreous, therefore 
prompt removal should be practiced when- 
ever possible. Many cases are on record 
where foreign bodies may have remained 
in the vitreous over long periods without 
becoming active, but these should be dis- 
counted whenever the prognosis is con- 
sidered. 

There is less tendency to accept former 
opinions, regarding the probable sterility 
of an object such as a shot, at the time it 
enters the eye. There seems to be no real 
foundation for such opinion. 


The infectiveness of the foreign body at 
the time of entrance into the vitreous, to- 
gether with the chemical make up of such 
foreign body, influences the degree of irri- 
tation and inflammation in each particu- 
lar injury. 

The point of entrance of the foreign body 
may also influence the particular case. 
The injuries that involve the so-called 
danger zone, around the limbus, give a 
less favorable prognostic outlook. 


It is well known that copper fragments 
are poorly tolerated in the vitreous; this 
is proved by the many cases showing se- 
vere destructive inflammations following 
such injuries; the element of time in these 
injuries may have much bearing on the 
final outcome. 


Before attempting the actual removal of 
these non-magnetic foreign bodies from 
the vitreous, by means of the biplane 
fluoroscope and suitable forceps, there is 
always necessary a great amount of pre- 
liminary work on each case. The first 
step should be a careful study of the in- 
jured eye, the next step should be a 
thorough physical examination, including 
necessary laboratory data. 

One of the most important considerations 
preoperatively is that of practice with 
assistants and X-ray operators in order that 
one may develop the proper team work 
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for the actual operation. This time spent 
is of vital importance and may mean the 
difference between success and failure. 


By means of a cadaver or a special form 
for holding eyes, and with a reasonable 
amount of practice, one may develop some 
degree of precision in the location and 
removal] of small objects from the vitreous 
cavity. 

The procedure in any given case would 
necessarily vary and would depend on the 
type of injury, on the type of foreign body, 
and on the location of the foreign body in 
the vitreous. Where the foreign body has 
been retained over a period of weeks, such 
object may become enmeshed in adhesions, 
rendering the removal difficult. These 
adhesions may hinder one in the attempt 
to grasp the foreign body; they might offer 
resistance to the withdrawal after a grasp 
has been accomplished. Adhesions might 
actually pull the foreign body out of the 
grasp of the wire forceps. This happened 
in the case reported by Borley’’ and Leef 
and to a certain extent in my own case 
which will be reported later. 


The incision in the conjunctiva should be 
sufficiently wide as to cause no interfer- 
ence. The scleral incision should be radial 
to the limbus, its length just sufficient to 
admit passage of the forceps with the 
foreign body enclosed in its grasp. This 
in the case of a number seven or eight 
shot, is approximately five millimeters. 


The location of the scleral incision, as 
recommended by Cross’, is seven milli- 
meters back of the limbus. The reason for 
this is that in this location there is least 
likelihood of injury to the lens and Ora 
Serrata. 

Borley** and Leef in their case report, 
suggested and used a barrage of diathermy 
micro punctures around the proposed site 
of the scleral incision in order to lessen 
the danger of retinal detachment. This 
to the author seems to be a good point in 
technique and was carried out in my case, 
although the incision was made farther 
back from the limbus, because of possible 
injury to the lens and because of the fact 
that the foreign body was located far pos- 
terior on the nasal side; the incision in the 
location as used by Cross® would have made 
it extremely difficult to reach the foreign 
body, and would have interfered with free 
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movements while manipulating the cross 
action forceps in the act of grasping the 
foreign body. 

This case had in addition, an already 
existing detachment of the retina, so that 
the admonition of Cross® regarding the 
danger of causing detachment did not 
enter into the picture of this case. 

* * ~ * 


CASE REPORT 

E. P., white, male, age 14; was admitted 
to St. Anthony Hospital at 8:30 p.m., Sep- 
tember 25, 1938, with a history of having 
been struck in the face with scattered bird 
shot from a companion’s gun, from a dis- 
tance approximated at 60 yards. The time 
of accident was two hours previous to 
admission to the hospital. 


Finpincs On ADMISSION 


Right Eye. There was a small cut on 
the center of the lower lid about six milli- 
meters below the lid edge. Beneath this 
some four millimeters a small hard mass 
could be felt. There was no evidence of 
injury to the eyeball. 


Left Eye. The lids were kept closed. 
There was slight blepharospasm, photo- 
phobia, and lacrymation. There was no 
external evidence of injury. The cornea 
appeared normal except at a point at the 
limbus at four o’clock. At this location 
there was a very small wound through 
the corneo scleral junction and it was 
thought that a small opening could be seen 
through the iris beneath the external 
wound. There was slight hyphemia. The 
pupil was contracted and showed a slight 
irregularity at four o’clock. 


X-Ray FINDINGS 


There was a small foreign body lodged 
in the right lower lid. The left eye showed 
the same type foreign body, located in the 
posterior part of the vitreous cavity, 18 
millimeters behind, 6 millimeters to the 
nasal side, and 6 millimeters below the 
center of the cornea. 


The patient was hospitalized and was 
given the usual treatment for such injuries. 
He was given anti-tetanus vaccine at once, 
the eye was atropinized, cold compresses 
were used and he was kept at complete 
rest in bed. 

On the third day in the hospital, the 
hyphemia had cleared sufficiently to allow 
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FIG. 3.—Showing shot in grasp 
of cross action forceps, ready 
for removal. 


FIG. 1.—Reontgenogram showing anterior and lateral 


view of the shot in vitreous. 





an examination of the fundus. The pupil 
still showed a slight irregularity at four 
o’clock. The fundus could be seen clearly 
in the upper part, less clearly in the lower 
and inner quadrant. There was a slight 
cloudy appearance of the media in this 
location and there were several small 
hemorrhagic areas seen. In the posterior 
inferior nasal part of the eye and at the 
location mentioned in the X-ray report, a 
small glistening object could be seen. This 
was thought to be the foreign body. 

The patient continued to improve. In 
a few days, the external wound was barely 
visible and the media had cleared to a 
great extent. There was no evidence of 
infection. No attempt was made to de- 
termine the exact amount of vision but he 
was able to recognize small objects, colors, 
etc. He was discharged from the hospital 





























FIG. 2.—Showing localization of the shot 
in vitreous of left eye. 





10 days after admission and was advised 
to remain in bed at home. 


Two weeks after the injury, a detach- 
ment of the retina was noted in the lower 
half followed in a few days by detachment 
almost complete. 


In the following weeks the media be- 
came less clear and vision diminished. 


At this time it was decided that removal 
of the shot, if successful, might prevent 
removal of the eye. He reentered the hos- 
pital on December 12. On December 16, 
he was given a general anesthetic and the 
shot was successfully removed. An oper- 
ating room was set up in the fluoroscopic 
room, using regular operating room tech- 
nique. 

A large conjunctival incision was made 
eight millimeters back from the limbus on 
the nasal side. The medial rectus muscle 
was severed, leaving a good stump; a 
heavy black silk suture was passed from 
below and brought out through the upper 
and lower third of the muscle. The eye 
was then rotated out, the suture acting as 
an anchor. The sclera was carefully ex- 
posed and dried. At a point 10 millimeters 
from the limbus and midway vertically, a 
barrage of diathermy micro punctures was 
made through the sclera around the pro- 
posed site of scleral incision. With a cata- 
ract knife, a five millimeter incision was 
made radia] to the limbus; a Cross’, cross 
action wire forceps was introduced into 
the vitreous cavity; the biplane fluoroscope 
was put into place and the lights ex- 
tinguished. 

The vertical plane was manipulated by 
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Dr. J. E. Heatley, while the author used 
the horizontal plane. The shot could be 
easily seen; however, attempts to grasp it 
were difficult; the shot could be seen to 
move in front of the forceps at each at- 
tempt to grasp. It was grasped and slowly 
brought out to the scleral wound; at this 
point slight traction could be felt which 
interfered with easy delivery. No attempt 
was made to forcibly pull the foreign body 
through the wound. At this point an iris 
scissors was used to snip away the tissue 
between the scleral wound and the end 
of the wire forceps, thus delivering the 
shot. 

No attempt was made to suture the 
scleral wound; the ends of the medial rec- 
tus muscle were sutured with the already 
placed silk suture and this brought out 
through the conjunctival flaps. 


The post operative course was smooth 
and uneventful; the patient was sent home 
two weeks after the operation. He was 
kept in bed for three more weeks. 


Examination postoperative, shows a 
coloboma of the retina at the point of in- 
cision; around this point the retina shows 
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points of attachment but elsewhere the 
retina is detached. The tension is good. 
There has not been any pain or irritation 
since soon after the operation. He has 
good light perception and fair light projec- 
tion. Examination May 1, 1939. Patient 
counts fingers at six feet. 
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Practical Management in Peripheral 
Vascular Disease* 


B. E. Mutvey, M.D. 
OKLAHOMA CITY, OKLAHOMA 


Peripheral vascular disease is a wide- 
spread affliction. Interest and study in 
diseases affecting the peripheral vascular 
system have disclosed a prevalence which 
is truly astounding. For one outstanding 
case with marked morbidity there are per- 
haps 10 or 15 cases of minor or moderate 
severity which are missed unless care is 
taken in following up leading symptoms. 


During the last four years at the Uni- 
versity Hospital we have followed many 





*Read before the Section on General Medicine, Annual 
Meeting, Oklahoma State Medical Association, Oklahoma 
City, May, 1939. From the University of Oklahoma Medical 
School Research No. 1. 


of these cases. For the first two years most 
of the patients seen were those with ad- 
vanced lesions, usually’ gangrene, or those 
with severe crippling pain; these were hos- 
pital patients. During the last two years 
we have been seeing and recognizing pa- 
tients at an earlier stage, in the dispensary, 
and many of these. remain dispensary pa- 
tients. We attribute this to a greater cur- 
rent interest and therefore a greater 
knowledge concerning these diseases. 


There has been hitherto too great a ten- 
dency to classify diseases of the peripheral 
vascular system under men’s names. One 
advancement has resulted from the desire 
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to arrive at a diagnosis through an under- 
standing of the actual pathology or patho- 
logical physiology underlying the subjec- 
tive and objective symptoms, in this way 
a more rational therapy can be devised. 


Interference in blood supply to a part 
may result from spasm of blood vessels, 
occlusion of these canals or a combination 
of spasm and occlusion. Spasm may exist 
alone but occlusion rarely ever exists 
alone. Occlusive vascular disorders are 
more common than those with pure spasm. 
Most of the patients we see exhibit degen- 
erative blood vessel disease, namely ar- 
teriosclerosis, with or without diabetes; 
therefore from sheer numbers we feel that 
this group is most important. 


When one loses a patient with gangrene 
of an extremity after amputation he is 
not greatly impressed, because after all, 
he reasons, the patient was rather far ad- 
vanced in years and subject to complica- 
tions. Another physician has the same ex- 
perience and perhaps the same feeling. 
But when these individual experiences are 
added together as we have done on a series 
of patients, we find that the mortality is 
about 60 per cent, a rather shocking per- 
centage. The morbidity in the remaining 
40 per cent consists of course, on an aver- 
age, of loss of at least one-half of an ex- 
tremity. 

This situation at the end stage will prob- 
ably not be improved upon. Our hope for 
better results must be in earlier diagnosis; 
this is quite possible in most instances. In 
our series of patients we have noted from 
the histories an average duration of symp- 
toms of four years from onset to gangrene, 
with a range of a few months to 12 years. 
In nearly every case there has been ample 
time for diagnosis. 


In talking to a great number of these pa- 
tients one is impressed with the informa- 
tion that no examination had been made 
of the extremity until the actual discolora- 
tion of early gangrene had occurred. In 
many instances, enough complaint had 
been registered to call for treatment of 
fallen arches, sciatica, neuritis, etc.; 
whereas an examination would have dis- 
closed impairment of blood supply as ac- 
tual cause of symptoms. ; 

In patients with recurring paronychia, 
leg fatigue, pains and cramps, and above 
all in those of the older age group who 


complain of parasthesias of the extremity, 
a vascular evaluation should be under- 
taken. We have found that parasthesias 
are more important early; in degenerative 
blood vessel changes pain is frequently 
only a late manifestation. 


In making this last statement I wish to 
reemphasize that most of the patients we 
see are those with arteriosclerotic vascular 
disease. Pain, cramping and intermittent 
claudication as early symptoms are more 
prominent in the younger individual in 
whom actual inflammation is causing the 
spasm and occlusion, rather than degenera- 
tion. 

In general one might say the disease 
process in the older groups is more arteri- 
olar, whereas the inflammatory lesions of 
the younger group is not only arteriolar 
but also involves the larger vessels. It is 
not at all uncommon to find an arterio- 
sclerotic individual with gangrene of the 
toes and at the same time nicely pulsating 
dorsalis pedis and posterior tibial arteries, 
but not so the young individual with 
thrombo-angiitis obliterans who has gan- 
grene of the toes; no dorsalis pedis or pos- 
terior tibial can be found in him; he usual- 
ly has in addition, a phlebitis. 

The parasthesias are in both instances 
due to ischemia of the peripheral vessels 
from arteriolar occlusion; the younger man 
has claudication early because the large 
vessels are also occluded. Pain overshad- 
ows parethesia. 

The elderly patient who complains of 
burning of the feet when these members 
are actually cold is misinterpreting sen- 
sation because of nerve ischemia. He may 
complain of extreme coldness or tingling 
for the same reason. 

The patient who complains of pain or 
parasthesias accompanied by color changes, 
pallor, cyanosis or redness, in one or more 
extremities, on exposure to a moderate 
coldness, comfortable to a normal individ- 
ual, is over reacting; he has spasm of his 
blood vessels. His diagnosis rests on his 
story and his contention can be proven by 
exposing him to cold. 

The patient with occlusive vascular dis- 
ease usually exhibits some very character- 
istic phenomena. The distal parts of the 
extremities are usually colder than the 
proximal parts, the examiner can very 
easily detect differences of one degree in 
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temperature by palpation, therefore he pal- 
pates at various levels and at symmetrical 
areas on the two limbs. A difference in 
temperature of similar areas on both limbs 
is more important than a difference be- 
tween proximal and distal portions of the 
same limb. The temperature of an area is 
directly proportional to the amount of 
blood and its speed of circulation in that 
particular area. 


The examiner palpates for the brachial, 
the radial, the ulnar, femoral, popliteal, 
dorsalis pedis and posterior tibial, taking 
note of difference between or absence of 
pulsation in these vessels. He should not 
be misled by the presence of pulsation, 
particularly in the elderly. 


The extremity on casual observation 
may appear perfectly normal, especially 
with the patient in a supine position. Care- 
ful examination for parasitic infection be- 
tween the toes, on the soles of the feet 
and around the nails, should be under- 
taken. Any unhealthy appearance of the 
nails should be noted. 


After this examination the legs should 
be elevated at an angie of about 30 degrees 
and the patient instructed to flex and 
dorsi flex his feet. If marked pallor, at 
times a marble appearance, becomes quick- 
ly present in one or both feet, we are rather 
certain that occlusive disease exists, espe- 
cially if the environmental temperature is 
warm. 


If the feet are then placed in a dependent 
position in relation to the body and red- 
ness or cyanosis accompanied by coldness 
to palpation is noted we are certain of oc- 
clusive vascular disease. 


Conservative treatment in most cases, 
if undertaken early enough, is usually all 
that is needed. The little things count the 
most. Warm clothing, and particularly 
warm covering of the hands and feet, will 
take care of most cases of pure spasm of 
moderate severity. A small percentage 
will, however, be so miserable and over 
react so greatly that some interruption of 
the nerve tracts will be necessary. The 
most successful operations are those done 
on the sympathetic nervous system, by a 
neuro-surgeon. These procedures should 
only be attempted after a careful evalua- 
tion of the degree of spasm, and this can 
only be done in laboratories equipped with 
instruments designed for this purpose. 


Such examinations should consist of tem- 
perature studies by thermocouple devices, 
in a constant temperature room. A good 
rise in temperature in an extremity after 
temporary nerve block or intravenous 
typhoid injection indicates that operation 
may be successful. 


A patient with pure spasm has poten- 
tially a good circulation; if he injures his 
foot, heat will relax the spasm and a good 
blood supply results. This is not true of 
those with degenerative vascular diseases. 
If a toe is injured or an infection occurs, 
blood supply is not always ample for heal- 
ing. The time honored but ill founded 
treatment for all diseases of the extremity, 
namely heat plus elevation, adds insult to 
injury. The former increases metabolism 
to a greater extent than can be taken care 
of by the nutrient material at hand, and 
the elevation adds its burden due to grav- 
ity. One can see gangrene speed up under 
this treatment. The habit many old people 
have of taking hot irons and electric pads 
to bed is a dangerous thing. Heavy bed 
socks are safer and serve the purpose. 
Rest in the presence of infection accom- 
plishes a great deal. 


Simple contrast baths where the limbs 
are alternately placed in vessels contain- 
ing hot and cold water respectively, for 
periods, twice daily, followed by gentle 
massage and application of cocoa butter 
improves the circulation and gives a sur- 
prising amount of comfort. 


Some set of exercises similar to those 
suggested by Buerger’ help a great deal. 
In short these have to do with elevation of 
the extremities above the plane of the body 
on pillows or a board for two or three 
minutes and then placing them in a de- 
pendent position for the same length of 
time. Exercises such as this should be 
undertaken one or more times daily for 
30 minutes at a time. 


One of the most satisfactory office treat- 
ments is that of giving hypertonic saline 
intravenously”, this seems helpful in all 
cases except those due to pure spasm. It 
may be given at all ages except where 
nephritis or heart disease contraindicates 
the use of sodium chloride. The strength 
varies from two to five per cent in 200-500 
c.c. lots. The younger the patient the 
stronger the solution. It may be given 
two or three times a week or at longer 
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intervals, depending on the severity of the 
condition. These solutions are readily 
available from many drug houses as are 
also the intra venous outfits. 


Many vascular accidents are going to 
occur in spite of treatment, an already 
narrowed vessel may easily close with a 
small thrombus and gangrene will result. 
When such a condition occurs we have two 
choices, one is to wait weeks and even 
months for the gangrenous member to 
undergo self amputation or to remove the 
offending part surgically well above the 
area of involvement where circulation 
seems ample. This usually means at the 
level of the knee or in the thigh. If only 
one or two toes are involved it is probably 
better to permit self amputation, surgical 
amputation of one or two toes in arterio- 
sclerotic pheripheral vascular disease, at 
the area of demarcation, is a mistake. If 
more than a third of a foot is involved 
amputation high is the best procedure. 


It has been found that histamine inject- 
ed intradermally in very small amounts 
will cause dilatation of capillaries and 
small arterioles in the immediate vicinity 
of the injection. This dilatation is made 
manifest by an area of erythema surround- 
ing the site of injection. If blood supply 
to this site is impaired due to occlusion the 
flare will be reduced. We routinely make 
this test in finding the level for amputa- 
tion; it is preferable for surgery to be done 
at the level of a good flare. 


CONCLUSIONS 


1. The mortality in arteriosclerotic gan- 
grene of the extremity is quite high in our 
series. 

2. We feel that this mortality cannot be 
greatly decreased at this time. 


3. Earlier diagnosis and simple thera- 
peutic procedures will benefit many of 
these individuals and decrease the preva- 
lence of gangrene. 

4. Under the best of available treat- 
ment these patients are very susceptible 
to thrombosis and resultant gangrene. 
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DISCUSSION 

Dr. Lea A. Riely: You can see from Dr. 
Mulvey’s paper that medical nosography 
and practice has a new specialty which 
may be called angiology. This has to do 
with the dealing with arteries and veins 
and capillaries, in their vagaries of anato- 
mic, physiologic and pathologic evaluation. 
It has come into notice so rapidly that its 
literature is voluminous; it runs a con- 
current and interlocking interest in heart 
diseases. Peripheral vascular disease also 
insinuates itself into all the specialties and 
all the organs and brings within its aegis 
many diseases that previously did not have 
any obvious connection with it. 


The vasomotor nervous system which 
has its centers in the medulla and in the 
spinal cord is distributed chiefly in the 
arterioles and capillaries, but also the veins 
and larger arteries. The nervous appa- 
ratus in the vessel walls regulates the 
tonus of the vessels. This tonus, together 
with the force of the heart, maintains the 
blood pressure. This vasomotor system, 
including its intrinsic and extrinsic mech- 
anism, is very sensitive and readily in- 
fluenced by many factors as hormones, 
temperature, emotions and sensations, also 
the activity of the muscles of the internal 
organs; hence the proper evaluation of 
these troubles may lead us far afield. It 
shows that by immersing any one of the 
extremities, either partially or wholly, in 
cold water would cause the temperature 
to fall rapidly in the unimmersed portion. 
George Brown thought a trigger like re- 
sponse to cold presaged an essential or 
malignant hypertension in later years. 

With the instruments of precision that 
we have for the study of these vessels we 
have found that the classifications are not 
clean-cut. The arterioscleratic, senile and 
diabetic group may show an absence of 
vasospasm and no vasoconstrictor gradient 
after tests. But the presence of arterio- 
sclerosis and diabetes does not mean that 
there is no element of spasm or that that 
is unimportant. 

Again the vasoconstrictor group after 
anesthesia, general, spinal, or nerve block 
may show a very definite change of tem- 
perature. Alcohol is one of the best medi- 
cinal dialators while cigarets or nicotine 
is a splendid constrictor. Physiologically 
this group responds to pure spasm. 
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Raynaud’s disease clinically mild is 
classified in this group, but the arterial 
spasm in Raynaud’s disease is a very com- 
plicated type of reaction not caused en- 
tirely by sympathetic activity. 

The mixed group includes a majority of 
presenile types of arterial disease as 
thrombo-angiitis obliterans in the stage 
most often seen. Let me emphasize the 
fact that not only the arteries but also the 
veins and capillaries are complicated in 
the pathological process. 

We find that most all of these cases give 
ample warning of their ultimate devasta- 
tion so that if they were properly inter- 
preted and treated they may save many a 
more serious complication later. 

We find these complications are precipi- 
tated by ill fitting shoes, lack of cleanli- 
ness, infection, tobacco, untreated diabet- 
ics, trauma, and trimming corns and cal- 
louses. 

I want to emphasize the harm done to 
these gangrenous feet with obstructed ar- 
teries by applying heat and increasing the 


metabolism in a condition when the circu- 
lation is much impaired and the gangrene 
rapidly spreads due to the increased work. 


Our equipment for the study of these 
problems is quite complete, and we see 
many of these cases in the University Hos- 
pital. We are not as enthusiastic as others 
on the suction and compression machine 
(Pavex type). We see vast benefit from 
repeated NaCl2 five per cent solution 
ranging in amount from 150 c.c. to 300 c.c. 
even in the aged and the advanced sclerotic 
types. 

Berger’s exercises are used in most cases 
at times, but after any acute complication 
the rest is imperative. We have a high 
mortality with amputation so we usually 
let those with dry gangrene go until a 
line of demarcation. Histamine flures and 
the oscillometer guide us in determining 
the height of amputation, and that is gen- 
erally at or above the knee. 


These cases are always of long duration 
and a big economic problem in those so 
afflicted. 
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Interstitial Radium Treatment of 
Cancer of the Lower Lip* 


L. K. Cuont, M.D. 
OKLAHOMA CITY, OKLAHOMA 


The clinical material of this study con- 
sists of 69 cases treated by radiation alone 
by the Department of Radiology of the 
Oklahoma State University Hospital, dur- 
ing the period 1932-1937 inclusive. 


The lip cancer is a squamous cell epi- 
thelioma at least in 95 per cent but, certain 
authors believe it is 100 per cent’*. Only 
a few cases of lip sarcoma are reported. 
Clinically they so closely resemble the 
epithelioma that it is impossible to dif- 
ferentiate them without a microscopic 
examination*. 

All squamous cell epithelioma metasta- 





*From the Department of Radiology, University of Okla- 
homa State Hospital. Chief of Service—William E. East- 
land, M.D. 


size sooner or later through the regional 
lymphatics, sometimes in a very early 
stage of the primary lesion. Lip cancers 
metastasize comparatively late but, the 
exceptions are not rare. Metastasis occur 
to the submaxillary, sublingual and cer- 
vical glands. Remote metastasis are un- 
common. 

It is generally known that almost 100 
per cent of the epitheliomas could be 
cured if treated early but, a favorable re- 
sult requires an early diagnosis and ade- 
quate treatment. 

The diagnosis, even in the earliest stage, 
is usually easy since only a few diseases 
such as syphilis, tuberculosis, keratosis, 
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and leukoplakia should be eliminated. 
Every lesion of the lip, lasting more than 
three weeks, should be suspected of malig- 
nancy. 

(1). Primary lesions of lues may imi- 
tate a cancer strikingly but the rapid de- 
velopment of the ulcer, with early enlarge- 
ment of the regional lymph nodes and a 
careful history, shall prevent a diagnostic 
error. In doubtful cases, a microscopic 
and dark field examination is indicated. 


(2). Gumma has soft, undermined edges 
and is more common on the upper lip. A 
Wassermann test of the blood is a routine 
examination in our tumor clinic. 


(3). Tuberculosis of the lip is rare, oc- 
curs in childhood and, often accompanied 
by pulmonary phthisis. The base of the 
tuberculous ulcer shows soft brown 
nodules’. 

Keratoses, very often the forerunner of 
eiptheliomas, require special attention. 
They are superficial, coarse, scaly lesions 
which easily undergo malignant degenera- 
tion, indicated by intradermal induration 
and often a thin zone of inflammation. 
Pure keratoses respond readily to mod- 
erate doses of X-ray or radium but if they 
have already undergone malignant changes 
and become squamous cell epitheliomas, 
yet are treated with minimal or inade- 
quate dosages of irridiation as if a benign 
lesion, they become radio-resistant and re- 
quire surgical removal. Similar unfavor- 
able processes occur in any stage of an 
epithelioma if radiated with under dosage 
for fear of roentgen or radium ulcers and 
other permanent disfiguring sequelae of 
radio-dermititis. Since a lethal dose of a 
squamous cell eipthelioma is about five 
times more than that of a keratosis, an 
accurate diagnosis is invaluable in the 
prognosis. 

Leukoplakia occurs as an elevated, flat, 
smooth lesion on the lip and often under- 
goes malignant degeneration. It may be 
cured by mild doses of radiation when 
small in size but tends to recur. No exten- 
sive leukoplakia has been cured by radia- 
tion, according to reports in medical litera- 
ture. We prefer electro-coagulation of 
these lesions. 

The epitheliomas of the lip produce two 
different clinical pictures, (1) the hyper- 
trophic or proliferative and (2) the deep- 







The hypertrophic is 
It oc- 


infiltrating types. 
re frequent and less malignant. 


cuks as an elevated, papillary growth pro- 
jecting out from the vermilion surface of 
the and is, sometimes, very large. We 


have \seen such tumors protruding from 
the lower lip with a broad base extending 
five centimeters high. 


The deeply infiltrating type as indicated 
by its name extends downward into the 
lip producing a deep infiltrating destruc- 
tion. This type is more malignant and 
metastasizes early. 

The choice of treatment of lip cancers 
has been discussed many times without 
definite conclusion and unison of opinion 
as to treatment. Our purpose is to add our 
experience, method, technique of treat- 
ment and statistics to previous reports. 


The older and technically more crystal- 
lized method of treatment is surgical. It 
consists of wide excision of the growth and 
a bilateral block excision of the neck which 
has an operative mortality of 11 per cent‘ 
and, often unsatisfactory cosmetic results. 


Radiation therapy is much younger. The 
first roentgen treatment was applied to an 
epithelioma in 1899 by Stenbeck,” of Stock- 
holm. Danlos, of Paris, used radium on 
skin cancers in 1901, having been inspired 
by the famous radio-dermatitis of Bec- 
querel. The type and technique of radia- 
tion is not as uniform as that of surgery. 
X-ray, gamma rays of radium and a com- 
bination of them are used in about equal 
proportions. The application of rays va- 
ries greatly. Low and high voltage X- 
rays, surface applicators, radium needles 
containing 0.6 to 8 milligrams of radium 
for each centimeter of length, and radon 
seeds are in use at various institutions. 


Both surgical and radiation therapy give 
satisfactory results if applied early and 
adequately but, a thorough search in the 
literature reveals that radium treatment 
gives a higher per cent of cure than other 
treatment. J. Lane-Clayson’s’ statistical 
study is especially interesting and thor- 
ough in the “Reports on Public Health and 
Medical Subjects,” Great Britain Ministry 
of Health, 1930, who reports 71.1 per cent 
of five year survival of lip cancers treated 
with radiation against 62 per cent treated 
by surgery. Higher percentage of cures 
are reported with radium treatment, up 
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to 97.7 per cent by various dependable 
authors. Probably the statistics would be 
better if the radiologist could deal with 
selected cases like surgeons do as the cases 
declared inoperable by surgeons do not af- 
fect their statistics. It is interesting to note 
that Schreiner* reports 11.1 per cent of 
five year cure in inoperable cases with 
advanced metastasis. 

The result of radiation therapy depends 
primarily upon the radio-sensitivity of the 
tumor, more correctly of every individual 
malignant cell. The radio-sensitivity of a 
malignant cell varies greatly from time 
to time, being more resistant during rest 
and less resistant just after and during 
mitosis. The most favorable results, that 
is complete destruction of all malignant 
cells with less damage to normal tissue, is 
obtained when the irradiation is contin- 
uous and uninterrupted for several days. 


The physiological action of radiation on 
the cell has been thoroughly studied. His- 
tological examination reveals that the 
plasma does not show gross changes first 
but, the nuclear chromatin undergoes 
granular changes and fragmentation. The 
vital functions of the cell as nutrition and 
mitosis are not affected. Erhlich, trying 
to apply his side chain theory to these 
phenomena believe that the “nutriceptors” 
of the cell are radio-resistant while the 
“genoceptors” are radio-sensitive. Re- 
gaud and Lacassagne* divided the action 
of radiation into four groups as follows: 


1, Cyto-caustic action, a similar coagu- 
lation necrosis of the cell as caused by 
heat and strong chemical agents. 


2. Granular cytolysis, starting fragmen- 
tation of the nuclear chromatin followed 
by liquifaction of the cytoplasm and ab- 
sorption of granulated, fragmented nu- 
cleus. 

3. Abnormal mitosis and suspension of 
mitosis for a varying time. 

4. Latent disability, indicated lessened 
reproductive ability several months or 
years later. 


Our present technique of treatment 
consists of two external irradiations of the 
tumor and surrounding uninvolved tissue 
in a zone one centimeter around the lesion 
on two consecutive days, giving about one- 
half erythema dose of heavily filtered X- 
ray, generated at high voltage. Then, 





radium needles containing 0.6 milligrams 
of radium screened by one-half millimeter 
of platinum are applied interstitially giv- 
ing between 90-100 milligram hours per 
cubic centimeter. 


Secondary infection has a definite detri- 
mental effect on the radio-sensitivity of the 
lip cancer, and should be treated by wet 
dressings before radium application. Ex- 
ternal irradiation shortens the duration of 
this infection markedly. 


A common cause of failure in the radia- 
tion treatment of these epitheliomas is the 
incomplete destruction of the peripheral 
cells. This failure is easily avoided if the 
marginal needles are inserted in the 
healthy tissue at the border of the lesion. 
It is very important to notice that a sheer 
inspection is not sufficient and, very often 
misleading in the estimation of the extent 
of the tumor of the lip. Palpation gives a 
far more accurate determination and 
should always be done. 


Opinions are divergent concerning pre- 
ventive radiation of regional glands. Some 
of the competent radiologists prefer a mod- 
erate dose of deep X-ray to both sides of 
the neck and sublingual regions, others op- 
pose it. We do not usually irradiate the 
regional lymphatics preventively, be- 
lieving that it is impossible to give a suf- 
ficient dose to such a large area and, bet- 
ter to save the condition of the skin for the 
time when metastasis may develop. De- 
pendable statistics from various clinics 
state the metastasis of early and adequate- 
ly treated epitheliomas of the lip is about 
five per cent. 

When suspicious or definite glandular 
metastasis is already present, the in- 
volved glands should be treated by radium 
application or external radiation. We pre- 
fer large doses of deep X-ray, administered 
by Coutard method in a period of three 
to four weeks, depending upon the size of 
the field to be radiated. 

In brief, our statistical data is as follows. 
It is, however, not complete since all of 
the patients have not passed the five year 
period after treatment. 

Two of our 69 patients, less than two per 
cent, were women and both denied they 
had ever smoked. 


The age scale showed a wider distribu- 
tion than in other kinds of carcinomas. 
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Sixty-one per cent of our cases occurred 
between the ages of 40 and 70. The fifth 
decade was the most frequented and repre- 
sented 36 per cent of all the cases. Eight 
per cent were under 30 years of age, the 
youngest 21 and the oldest 88 years of age. 


Twenty-eight patients (41 per cent) had 
palpable glands when admitted. Eight out 
of all the patients never returned after 
treatment, as they moved from the county 
and it was impossible to locate them. They 
are discarded from the further statistical 
data. 


For comparison, we have divided the 
cases into two groups. Group one repre- 
sents those not having metastasis and 
group two represents those having metas- 
tasis at admission. 


We have failed to control the primary 
lesion in four cases, all of them having ad- 
vanced metastasis at admission. These be- 
long to group two. 

Thirty-six out of 38 patients in the first 
group (97.6 per cent) showed apparent 
cure and only two of this group developed 
uncontrollable metastases. Three of them 
died with intercurrent disease, without any 
sign of metastasis or recurrence. 

Sixteen out of 23 cases (69 per cent) of 
the second group showed apparent cure. 
Three of them died with intercurrent dis- 
ease without any sign of metastasis or re- 
currence. Probably, some of these patients 


should belong to group one as some of the 
palpable glands were undoubtedly inflam- 
matory. 

Our final statistics showed 86.8 per cent 
cure up to recent date including six deaths 
caused by intercurrent disease and, 75.4 
per cent cured, discarding six deaths. 


SUMMARY 


A series of 69 cases has been presented 
on carcinoma of the lower lip, treated by 
interstitial radium implant. 

Our statistical results compare favor- 
ably with those reported from other clin- 
ics, based on unselected cases. 


We hope that our percentage of cures 
will be increased by the use of external 
X-ray radiation in addition to radium im- 
plant. A few of the above mentioned series 
have received both forms of radiation. 


The answer to the entire problem will 
be, of course, the treatment of early cases. 
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The Use of Autohemotherapy Reinforced With 
Artificial Fever in the Treatment of 
Rheumatic Disease* 


WituiaM K. IsHmMagt, M.D. 
OKLAHOMA CITY, OKLAHOMA 


It is a well known principle of nature 
that any organism has the intrinsic ability 
to offer protection to itself against the 
changing effects of its environment. 





*Read before the Section on Internal Medicine, Annual 
Meeting, Oklahoma State Medical Association, Oklahoma 
City, May, 1939. 





The mechanism by which infection 
brings about inflamed joints has never 
been satisfactorily explained, nor do we 
understand how exacerbations and remis- 
sions in the course of the disease are 
brought about. We have all observed that 
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the removal of the infection results in an 
unpredictable reaction — remission, flare 
up, or no effect whatever; and that a 
permanent relief from the disease is rarely 
seen. 

Realizing, therefore, that extinction of 
the disease must depend upon this intrin- 
sic ability of the organism to develop its 
own protective powers, great effort has 
been put forth to provoke some reaction 
which would alter this abnormally dis- 
rupted immunity response of the body 
toward an infection. 


Chemo -therapy, immunological meas- 
ures, physical applications and many others 
have failed to alter completely, with any 
consistency, the irreversible progress of 
this disease, yet nature alone, as repeatedly 
pointed out by Hench, by the effect of 
jaundice and pregnancy***** on arthritis, 
has taught us that the progress of a rheu- 
matic process can be retractable and is not 
necessarily an irreversible one. As yet, 
efforts to reproduce these two states have 
failed?®-*°, 

Remissions are also noted frequently 
following any type of surgical procedure, 
this being explained by such theories as 
the effect of the infection removal, lowered 
blood sugar, rest in bed, the anesthetic and 
others. In consideration of the possibility 
that the effect of the extravasation of 
blood into the tissues may be responsible 
for this reaction, it was quite easy to simu- 
late this phenomena by simply withdraw- 
ing the patient’s blood and injecting it back 
in his own tissues. This procedure is 
termed autohemotherapy. 


The process of autohemotherapy is an 
established measure of desensitization!**- 
4-5-6 and has been tried in the treatment of 
various rheumatic phenomena’ Used 
alone, it has fallen short of expectations 
and various substances have been added 
to the blood’ but without satisfactory re- 
sults. 


Being mindful of the fact that an in- 
crease in the body temperature is a natural 
defense mechanism and very frequently 
follows any surgical procedure, it occurred 
to us that the artificial stimulation of fever 








to reinforce the reaction of the injected 
blood would bring about a change which 
would interrupt this deranged immunity 
response****-25 seen in certain types of 
rheumatic disease. 


Based upon this idea, these measures 
were applied to a series of 168 rheumatic 
patients. 

METHOD OF TREATMENT 


Autohemotherapy is a very simple pro- 
cedure and can be employed safely with- 
out fear of untoward reaction. The tech- 
nique employed is as follows: 10 to 20 c.c. 
of blood is withdrawn from the patient’s 
vein and immediately injected into the 
muscles of the same patient’s hip. This is 
done before clotting takes place and noth- 
ing need be added to the blood. The arti- 
ficial fever is given immediately following 
the autohemotherapy and it was found 
that a relatively low level for one hour 
was adequate. Various degrees of fever 
and methods of administration were used, 
but 101.5 degrees for one hour, using the 
inductotherm in adults and intravenous 
typhoid vaccine in children to produce the 
fever, proved to be most satisfactory in all 
cases, except those with rheumatic fever 
where 104 degrees for four hours was used. 
With inductothermy approximately one 
hour was used to reach 101.5 degrees, the 
temperature maintained for one hour and 
around two hours allowed for the tempera- 
ture to return to normal, making a total of 
four hours involved. In using the inducto- 
therm, each patient was allowed to eat a 
normal meal before the fever was started 
and occasionally 10 to 25 grains of sodium 
chloride was supplied along with ample 
fluids. No untoward reactions have been 
experienced to date and the patient is able 
to resume his normal activities as soon as 
his temperature has returned to normal. 
Optimum results were obtained when the 
procedure was repeated every four days. 
In the average case, six to ten treatments 


were given. 

The results obtained in these cases are 
tabulated in chart number one immediate- 
ly following. 
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The most striking results are seen in the 
cases with the acutely inflamed joints. 
Forty-four cases in all were treated by this 
combined rapid desensitization method 
and all responded completely in an average 
of 76 hours. In none have there been any 
recurrences. To date the types of joints 
treated in the acute phase included seven 
of acute G. C. arthritis, two acute gouty 
arthritis, 15 of acute infectious (atrophic) 
arthritis and 20 diagnosed as acute fibro- 
sitis. All these cases were in the acute 
phase and not exacerbations in chronic 
cases. 

DISCUSSION 


1. In the acute gonorrheal cases, it will 
be noted that three had had sulfanilamide 
prior to the autohemotherapy fever treat- 
ment with no results and four had had no 
previous treatment at all. In all these 


cases, no treatment, in addition to the 
combined desensitization, was given during 
the management. The urethritis was not 
affected by the treatment and had to be 
treated by other measures after the joint 
and sedimentation time had returned to 
normal. 


Case History: A 30-year-old colored male 
was seen complaining of severe pain and 
swelling in right knee. He stated that he 
had had a profuse urethral discharge for 
the past ten days and that for four days 
prior to admission the knee had become 
acutely swollen and painful. Examina- 
tion revealed the right knee to be acutely 
painful with a great amount of effusion. 
Examination otherwise negative, except 
for the profuse urethral discharge which 
contained innumerable intra and extra 
cellular gram negative diplococci which 
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were diagnosed as gonococci by the lab- 
oratory. Wassermann, blood and urine 
negative. He was given 10 c.c. autohemo- 
therapy and told to take a hot tub bath at 
home with the water 103 degrees lasting 
for one hour. He returned in 48 hours and 
examination at that time revealed all the 
effusion and tenderness gone from the 
knee. He stated that the pain and swell- 
ing disappeared within 12 hours following 
the autohemotherapy and heat. The ure- 
thritis was not affected and continued to 
drain throughout the 14 day observation 
period. No pain or swelling returned to 
the joint. Fourteen days following the 
remission he was referred to the G.U. de- 
partment for treatment of his gonorrheal 
urethritis. 


2. The remission of the acute gouty 
cases was singular in that any surgical 
procedure or foreign protein reaction may 
precipitate an attack of arthritis. As a 
matter of fact, the blood uric acid level in 
both cases became elevated 24 hours fol- 
lowing the autohemotherapy and fever. 
No conclusions should be drawn on a series 
as small as this one, but the reactions seen 
in these cases warrant further study. 
Slocumb** has pointed out that in these 
cases the systemic gout was not controlled 
although the arthritis was. 


Case Report: White female 45 years of 
age complaining of intense pain in her left 
wrist which had not been relieved by mor- 
phine. History of sudden onset two days 
prior to admission. Past history negative 
except for three previous similar attacks, 
less severe than the present one. Exam- 
ination revealed the left wrist to be of a 
dusky red color, markedly swollen and mo- 
tion in the wrist and hand to be limited by 
the acute pain. Temperature 100.8 degrees. 
Examination otherwise negative. Labora- 
tory: Urine negative, blood count nega- 
tive, blood uric acid 4.6 mg per cent and the 
sedimentation rate fall of 52 mm in one 
hour. X-ray of the left wrist revealed an 
irregularity or roughening of the articular 
surface of the dorsal margin of the radius 
and the distal margin of the ulna. She was 
given 10 c.c. autohemotherapy followed by 
one hour of 101 degrees artificial fever. 
Six hours following this treatment all the 
swelling had subsided and about 10 to 20 
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per cent of the pain remained. Within 24 
hours all the pain had subsided and the 
temperature was 98 degrees. The blood 
uric acid was repeated 24 hours following 
the autohemotherapy at which time she 
was in complete remission and was found 
to be 5.0 mg per cent. 


3. In those cases diagnosed as acute non- 
specific (atrophic) arthritis, the results 
were equally good. The average time for 
complete remission was two weeks, how- 
ever, but the end result was comparable 
with the other types of acute joints. Those 
in this group were the early acute joints 
and not exacerbations of long standing 
chronic ones. 


4. The group diagnosed as acute fibro- 
sitis responded more quickly than any of 
the others to the combined rapid desensiti- 
zation treatment. The average length of 
time before the remission was from four 
to 12 hours. All were complete within 48 
hours. This group included five cases of 
“sciatica,” 12 of acute “lumbago” and three 
of acute torticollis. All were within the 
age group between 24 and 35 years. In all 
the remissions were complete and have 
continued to the present period of observa- 
tion. 


Case Report: White male, 26 years of 
age, complaining of intense pain in the left 
side of his neck and left scapular region. 
It had appeared suddenly following a 
mild strain three days prior to admission 
and had become progressively worse. Gen- 
eral examination negative except for tor- 
ticollis and muscle spasm of the left 
scapular group of muscles. He was given 
10 c.c. autohemotherapy and this was fol- 
lowed by one hour of inductothermy. Five 
hours following this, all pain had subsided 
and he had free motion in his neck. There 
has been no return of symptoms to date. 


The results seen in the chronic types 
were not so striking, except in the group 
diagnosed as chronic infectious arthritis 
in children (“Still’s disease”) where 
probably the most interesting phenomena 
encountered was seen. Of the seven cases 
of “Still’s disease” treated by the com- 
bined autohemotherapy—fever treatments, 
al] seven had a complete remission in an 
average of 22 days. All cases were confined 
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Figures 1 and 2 


Photograph of patient with chronic juvenile 
infectious arthritis before treatment begun, 
April 7, 1939. 


to bed by their disability when treatment 
was begun and in the seven remissions, 
the pain and swelling subsided and the 
deformities disappeared, leaving the joints 
with normal function and appearance. 

















Figure 3 


Photograph of same patient as in figure one, 
taken on May 24, 1939, following treatment 
consisting of autohemotherapy followed by 
artificial fever. 
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All cases were under seven years cf age. 
This work on Still’s disease is under in- 
tense study at the present time with a 
more adequate control group. In the 
above series, only two controls were used, 
one receiving the fever only and one the 
autohemotherapy only. Neither of these 
controls had a remission in a period of 12 
weeks, although both were “improved” in 
that pain and swelling had decreased but 
the deformities had not. It is impossible 
to draw any conclusions from this short 
series and it will require several years to 
arrive at any definite impression. 


6. In rheumatic fever the results were 
hard to evaluate in that artificial fever is 
already of reported value*!**-*3-54, Twenty 
cases received artificial fever of 104 de- 
grees for the average total of eight hours. 
Fifteen had complete remission, five were 
“improved” and none had no change. Those 
receiving autohemotherapy only or fever 
of 101.5 degrees or less failed to improve. 


7. In the cases of chronic infectious 
arthritis, the results are extremely diffi- 
cult to judge due to the remissions and 
exacerbations seen normally in the course 
of the disease. Only 10 cases of this type 
were treated, using the combined auto- 
hemotherapy with fever. In addition to 
these, three received only the autohemo- 
therapy and three only the fever. 


Ten receiving the combined therapy: 


One had a remission in four weeks and 
four were improved. 


Five had no effect and none suffered 
exacerbation. 


Three receiving fever only (101 degrees 
for one hour): No remissions, one im- 
proved, two no effect and none flared 
up. 

Three receiving autohemotherapy only: 
No remissions, two “improved,” one 
unchanged and none flared up. 


Special attention will be called to a cer- 
tain group of chronic infectious arthritis 
cases which had exacerbation three to five 
days prior to each menstrual period. These 
will be discussed in a separate group. 


8. In the group diagnosed as chronic 


fibrositis, the results were favorable. 
Thirteen cases received the combined 
therapy, 15 the fever only and two the 
autohemotherapy only. Twelve of the 13 
receiving the combined therapy had a re- 
mission and one was improved. Of the 
15 receiving the fever only, 14 had a re- 
mission and one was improved. Of the 
two receiving the autohemotherapy only, 
none had a remission and two were “im- 
proved.” A group of cases diagnosed as 
fibrositis is now under observation in 
which fever alone is being used and will 
be reported at a later date. 


9. In the group diagnosed as hypertro- 
phic arthritis, only that type known as 
“menopause arthralgias” was included in 
this series. Abrami® et al in 1937, reported 
the use of autohemotherapy to relieve the 
“reactions” of the menopause. Hall?! 
and others®-9-10-11-12-13-14-15-16-17-18-19-20 h ave 
reported the use of the estrin complex to 
relieve the symptoms of menopause 
arthralgia with good results. Our results 
with estrin compare favorably with those 
reported by Hall**-*". The main effects of 
the autohemotherapy seems to be in the 
delayed absorption afforded by the pres- 
ence of the blood about the estrin and 
the “relief” reported by Abrami®. 


10. The tenth group studied, termed as 
the “premenstrual rheumatic syndrome” 
was of extreme interest and bears further 
study. John F. Kuhn, Jr.,® observing that 
urticaria occasionally precedes and accom- 
panies catamenia, has employed auto- 
hemotherapy in the relief of this syndrome. 
He reports 100 per cent remissions from 
this management and su g gested to the 
author the likelihood of a similar phe- 


_nomena being present in the premenstrual 


rheumatic syndrome. Thirty-nine cases 
exhibiting rheumatic exacerbations in the 
period three to five days prior to and dur- 
ing each menstrual period were selected 
by Dr. Kuhn and the author for study. In 
this group, where autohemotherapy alone 
was used, complete remissions were seen 
in 26 of the 30 cases treated. Three were 
“improved” and one was unimproved. 
Nine of these cases received the combined 
therapy with eight having complete re- 
mission and one was “improved.” 
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CONCLUSIONS 


1. A new technique of rapid desensiti- 
zation is described which embodies the ef- 
fects of autohemotherapy reinforced with 
a low degree of artificial fever. 


2. Beneficial effects from this manage- 
ment are seen in the following conditions: 


(a). Acutely inflamed joints. 

(b). Still’s disease. 

(c). The “premenstrual rheumatic” 
exacerbation. 


(d). Rheumatic fever if the tempera- 
ture is elevated to 104 degrees. 


3. No consistent beneficial effects were 
seen in: 
(a). Chronic joints (except Still’s dis- 
ease). 
(b). Rheumatic fever, when the tem- 
perature does not go above 101.5 
degrees. 
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DECREASE IN MATERNAL DEATHS 
SHOWS INFLUENCE OF CAMPAIGN 


Intensive Efforts of Governmental, Lay and Medical 
Groups Are Beginning to Reveal Their Effects 





Recent maternal mortality statistics indicate that 
the intensive efforts by physicians, various gov- 
ernment health agencies and numerous lay groups 
to reduce such deaths in the United States are 
beginning to show their effects, Edwin F. Daily, 
M.D., Washington, D.C., states in The Journal of 
the American Medical Association for June 10. 


“Official statistics of the Bureau of the Census for 
the year 1937,” he continues, “give a maternal 
mortality rate of 49 per 10,000 live births. This 
rate is 14 per cent lower than the rate for 1936 (57), 
which was the previous low rate for the United 
States. If the maternal mortality rate for 1937 
had remained the same as in 1936 there would 
have been 1,746 more maternal deaths in 1937 than 
actually occurred. 

“This decrease in maternal mortality in 1937 is 
especially significant, since the death rate among 
women of child-bearing ages (from 15 to 49 years 
of age) from all other causes decreased by only 4 
per cent. The birth rate in 1937 (17.0) was higher 
than the birth rate for 1936 (16.7).” 


The only recent scientific discovery which aids 
the obstetrician is sulfanilamide. This drug in 
the future will be likely to save many lives from 
certain types of child-bed fever, but its use in 
1937 for the treatment of this fever was not wide- 
spread in the United States. 


Of the 14,296 deaths in 1935 certified as being 
associated with pregnancy and childbirth, 87.7 per 
cent were classified as directly due to child-bed 
fever. The remainder included deaths due to 
criminal abortion and tuberculosis, diabetes, chronic 
infection of the kidneys and syphilis. These latter 
diseases might or might not have proved fatal if 
the women had not become pregnant. 
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EDITORIAL 


BREAD AND BOOKS 
Lewis J. MoorMan, M.D. 

John Muir, while spending his summers 
in the High Sierras studying glacial forma- 
tions, always looked forward to the coming 
of winter, because he could then be warm- 
ly snow-bound in his Yosemite cabin with 
“plenty of bread and books.” Obviously a 
busy doctor cannot hibernate, but while 
engaged in the pursuit of bread, he can 
always find time for books. 


William Osler insisted upon the habit 
of daily reading, and it was he who said: 
“To study the phenomena of disease with- 
out books is to sail an uncharted sea, while 
to study books without patients is not to 
go to sea at all.” To be reasonably well 








informed in the medical field of his en- 
deavor, is every physician’s duty. He 
should also seek a general knowledge of 
medicine with historical continuity. Our 
response to the new should be conditioned 
by what has gone before. 


The art of medicine must not be neglect- 
ed. Pondering over the phenomena of 
health and disease, and the intimate rela- 
tionshp of patient and physician, Hippoc- 
rates said, “A doctor who is also a philoso- 
pher becomes god-like.” There are few 
good philosophers who do not live with 
books. One’s own sagacity must be check- 
ed with the recorded wisdom of the world, 
and chastened by “the touch divine of 
noble natures gone.” Bacon has said: 
“Books will speak plain when councilors 
blanch.” According to Timotheus, “They 
who dine with Plato never complain the 
next morning.” Zeus consulted the oracle 
for a manner of living, “The answer was, 
that he should inquire of the dead.” The 
latter is from the renowned Plutarch. The 
number of authors he quoted, in a period 
when printing was unknown, and manu- 
scripts were rare and difficult to obtain, 
seems incredible, and should put to shame 
all who make excuses in this day of plenty. 


In spite of modern self-sufficiency, 
founded on reason and science, serious ill- 
ness may still result in psychological con- 
flicts which should be resolved through 
the art of medicine. While medicine may 
successfully meet the needs of the body, 
only sound sagacity can succor the sick 
soul. 

It is said that William Osler seldom went 
to sleep without a literary nightcap and in 
the morning there was always a book on 
his dressing table. Francis Adams, a busy 
country doctor, spent nine hours a day on 
his English translation of Hippocrates. The 
following quotation is from a recent letter 
written by the medical historian, Dr. 
Charles Singer of London: “Dr. Adams 
always took a few classical books with him 
and read while on horseback. This seems 
incredible, but I have been assured that 
it is true. He appeared to be a very poor 
rider, but never fell off his horse. The 
old doctor, reading his books on horseback, 
was a well-known sight to the village boys, 
and a source of endless amusement to 
them. Sir Donald McAlister, who died at 
a very advanced age, only a few years ago, 
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could remember it.” Dr. Singer also re- 
ports that after his days work was done, 
“He would then gather all his needed 
books together and take them to bed with 
him. He would often be asleep by eight 
p.m. and sleep perhaps ’till 11 or 12. He 
would then work right through the night, 
falling asleep at six or seven in the morn- 
ing, to rise at nine. He continued in this 
course for years.” 


On his first trip across the American 
continent, Robert Louis Stevenson went 
hungry and traveled on an emigrant train 
in order that he might have money for the 
purchase of a six volume “Bancrofts His- 
tory of the United States,” before leaving 
New York City. Shelley’s body was wash- 
ed up from the sea with a small volume of 
Sophocles in one pocket and Keats in the 
other. Francis Thompson, English poet, 
while still enslaved by poverty, opium and 
tuberculosis, made the rounds between 
cold park benches and London dump heaps 
with frayed copies of Aeschylus and Blake 
in his pocket. 

Many more examples could be cited, but 
these are sufficient to show that “where 
there is a will, there is a way.” One hour 
a day for 24 years would supply three full 
years of reading, counting eight hours a 
day. 

In contemplation, we exclaim with Plu- 
tarch: 

“Ye Gods! What greater pleasure? 
What happier road to virtue.” 


William Osler, in his “Bed-side Library 
for Medical] Students” recommends, in 
addition to professional training, at least 
half an hours reading before going to sleep 
at night, in order that the student may 
“get the education, if not of a scholar, at 
least of a gentleman.” He then offers the 
following list of books. 


“1. Old and New Testament. 
Shakespeare. 

Montaigne. 

Plutarch’s Lives. 
Marcus Aurelius. 
Epictetus. 

Religio Medici. 

Don Quixote. 

Emerson. 

Oliver Wendell Holmes—“Breakfast 
Table Series.” 


Many could be added. 
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In memory of 


this great humanist, certainly his delight- 
ful “Aequanimitas, With Other Addresses,” 
should head the list. 
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Ninth Annual Fall Clinical Conference 


The Ninth Annual Fall Clinical Conference of 
the Oklahoma City Clinical Society will be held 
October 30, 31, November 1, 2, at the Biltmore 
Hotel in Oklahoma City. This post-graduate med- 
ical assembly again offers the profession of the 
Southwest another series of intensive clinics and 
lectures covering the most important fields of 
medicine, surgery, and the specialties. The 16 guest 
lecturers this year are among the recognized leaders 
in their respective fields and have chosen very 
practical subjects. In addition to the distinguished 
guests, the program includes 72 lecturers selected 
from local members of the Society, all of whom 
have teaching ability and practical experience in 
their particular subjects. 


The officers and members of the Oklahoma City 
Clinical Society, being cognizant that the rapid 
development of new facts and theories in the field 
of medicine necessitates frequent post-graduate 
instruction for those who would progress, have 
arranged in this course a four-day period of very 
intensive instruction at a most nominal expendi- 
ture of time and money for those who attend. 
Those of us who have attended this conference in 
the past have been impressed with the precision 
in which the program is carried on, the diversity 
of it, the practical experience gained from the 
lecturers and our direct association with them, and 
the whole-hearted hospitality accorded all visitors. 
We feel that the stimulation received from at- 
tending these meetings always tends to bring the 
profession into a closer understanding of its prob- 
lems and into 2a closer fellowship as members of 
our great profession. 

The announcement of the coming meeting will 
be found on the front cover of this issue of the 
Journal, and we are sure you will be impressed 
with the prominence of the guest speakers and 
the program in general. We believe you should 
attend this meeting and that you will be well 
repaid for the time spent there. 


L> 
vv 


Trade or Profession? 





Every layman will feel that the federal judge 
of Washington who holds the practice of medicine 
is a profession and not a trade or commercial 
venture interpreted our country’s anti-trust laws 
correctly. 

And if the practice of medicine is a trade, it is 
difficult to see how the practice of law and 
theology and pedagogy aré not trades also. If 
physicians can be prosecuted for violating a law 
forbidding the illegal restraint of trade, why will 
not a similar prosecution lie against lawyers and 
ministers and teachers? And why would it not 
be in order to prosecute carpenters who agree upon 
a uniform price and miners who set a definite 
rate for mining coal? 

Moreover, the physician who follows a rate card 
in treating typhoid in Massachusetts or com- 
batting a case of mumps in Oklahoma is no more 
engaged in interstate commerce than the lawyer 
who defends a negro for shooting craps in Little 
Rock or the well digger who seeks for living water 
in the valley of the Sangamon. 

In their zeal for obliterating state lines in order 
to promote the more abundant life our lawmakers 
have assaulted more than the constitution of the 
United States: They have delivered a furious as- 
sault on the unabridged dictionary and the art 
of accurate definition—The Oklahoman. 
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Due to the necessary extra work and time entailed in 
moving and establishing the office of the Executive Sec- 
retary to Oklahoma City, the reports of the Meetings of 
the House of Delegates have been deferred until this issue 
of the Journal. 

* * © « 


MINUTES OF THE MEETING OF THE HOUSE 
OF DELEGATES 
Oklahoma State Medical Association 
Skirvin Tower Hotel 
8:00 P.M. 
May 1, 1939 

The first meeting of the House of Delegates of 
the Oklahoma State Medical Association was held 
- A .-4 Skirvin Tower Hotel, Oklahoma City, May 

The meeting was called to order by Dr. J. D. 
Osborn, Jr., Speaker of the House of Delegates. 
Before the regular order of business was brought 
before the House, Dr. Osborn made several an- 
nouncements relative to the procedure to be fol- 
lowed during the coming meetings of the House. 
The Speaker then announced his appointment of 
assistants and committees for the conducting of 
the business of the Association. These appoint- 
ments were: Doctors H. F. Vandever and Ned 
Smith, Sergeant at Arms; Doctors E. Albert Aisen- 
stadt, G. H. Garrison, Geo. K. Hemphill, and S. C. 
Sheppard, Reference Committee; Doctors C. P. 
Bondurant and McLain Rogers, Credentials Com- 
mittee. The Speaker further stated that the meet- 
ings of the House of Delegates would be conducted 
according to Roberts Rules of Order. 


Following these preliminary remarks the Cre- 
dentials Committee called the roll and advised the 
Chair there were eighty (80) delegates present and 
qualified, and moved that this number constituted 
a quorum. On motion of Dr. Walker, seconded by 
Dr. Tisdal, this report was accepted. 


The next order of business was the reading of 
the minutes of the previous Annual Meeting which 
was done by the Secretary and on motion, duly 
seconded, were accepted. 

The Chair next called for a report of the Stand- 
ing Committees but before such reports were made 
Dr. Vandever addressed a motion to the Chair 
that the Report of the Committee on Revision of 
the Constitution and By-Laws be made special 
order of business and remain special order until 
disposed of. This motion was seconded by Dr. 
Watson, and carried. 

Dr. Osborn then called for the report of the 
Committee on the Revision of the Constitution and 
By-Laws. Dr. Ritzhaupt, as Chairman of this 
Committee, after some introductory remarks, sub- 
mitted the written report of the Committee to- 
gether with the completed revision. This revision 
was read by Dr. Ritzhaupt and on concluding, the 
question of whether or not the articles could be 
acted upon as read was asked by Dr. White of 
Muskogee. The Chair in answer to this question 
stated that unless overruled by the House—the 
proper procedure would be to complete the first 
reading whereupon the House of Delegates would 
then accept or adopt the report—that it would then 
be read again and the House would have the right 
to amend each section as read, but not vote on the 
amendments for adoption. 

Dr. McCarley, moved, that in order to save time, 
the By-Laws be read by title, the purpose being 
to accept the report of the Committee and proceed 
to pass on each Article and Section. Seconded by 
Dr. Ritzhaupt. 

Dr. Fulton, spoke on the subject of making the 
revision but made no motion. 

Dr. Ned Smith, pointed out that the present Con- 
stitution was very definite on the procedure to fol- 
low and requested Dr. McCarley to yield his motion 
for a substitute motion that would embody the 
same action. Dr. McCarley yielded and Dr. Smith 


moved that the Constitution as read lay on the 
table for one year, or until the first meeting of 
the House of Delegates next year. This motion 
was seconded by Dr. Walker. 

Dr. Speed asked if the Constitution lay over 
without being amended, would it not be necessary 
for it to lay over another year in the event any 
amendments were made next year. Dr. Smith and 
Dr. McNeill, discussed this question at some length. 
Dr. Ritzhaupt on a point of order, pointed out 
that Dr. McCarley’s motion pertained to the By- 
Laws and not to the Constitution and that the By- 
Laws could be amended and lay on the table over 
night and be acted upon the following morning. 
Dr. Ritzhaupt stated that the entire report of the 
Committee would not be adopted until Dr. Mc- 
Carley’s motion had been accepted. Dr. McCarley’s 
motion was then put before the House and passed. 


Dr. Ritzhaupt then moved that the report of the 
Committee be adopted as stated in its written re- 
port. The motion was seconded by Dr. Aisenstadt 
and passed. 

Dr. Ritzhaupt next moved that the Constitution 
be read Article by Article and any amendments 
desired by the Delegates be submitted in writing. 
Dr. Ritzhaupt made a few remarks in support of 
his motion, stating that if this procedure were 
adopted the amendments could be adopted next 
year. Carried unanimously. 

Speaker of the House note: (Copies of the 
Constitution and By-Laws, with the changes in 
the By-Laws and amendments to the Constitution 
to be acted upon next year, will be sent to the 
officers of the Association, Councilors, Presidents 
and Secretaries of all County Medical Societies 
and Delegates. Anyone else desiring a copy may 
receive same by writing the Executive Secretary, 
210 Plaza Court, Oklahoma City. The Speaker 
of the House requests that they be read at the 
next session of the different county society meet- 
ings.) 

Dr. Willour, next read the Constitution and 
amendments were made by a number of the dele- 
gates. (A full copy of the amendments can be 
obtained from your County Secretary.) Upon com- 
pletion of the reading of the Constitution and 
amendments, made from the floor, Dr. Cook, moved 
the adoption of the Committee report as amended 
and that same be tabled for one year. The motion 
was seconded by Dr. Walker, and passed. 


Dr. McKeel, was then recognized by the Chair 
and stated that inasmuch as action on the By- 
Laws could not be made until the new Consti- 
tution was adopted the following year, that the 
reading of the By-Laws be dispensed with and the 
next order of business considered. Dr. Stevenson 
and Dr. Ritzhaupt pointed out that these proposed 
By-Laws were not “new” By-Laws but amend- 
ments to the old By-Laws and could be acted upon 
at this time. Dr. McKeel’s motion was lost for 
want of a second. 

Dr. Walker, moved that the By-Laws be read by 
title and laid on the table until the next morning. 
Dr. Fulton spoke on the advisability of delaying 
action until a later date as it was growing late. 
Dr. Ritzhaupt pointed out that the motion by Dr. 
Vandever, and carried, had made this matter special 
business until completed. The Secretary then read 
the proposed amendments to the present By-Laws 
and additional amendments were offered by dele- 
gates from the floor. (NOTE: These amendments 
are available from the Secretary of your County 
Society or from the Executive Secretary of the 
State Association.) 

After a short discussion Dr. Ned Smith, moved 
that the consideration of the By-Laws be made 
special order of business for the next day and be 
made so until disposed of. The motion was sec- 
onded by Dr. Aisenstadt and carried. 


The House adjourned until the next morning, 
May 2nd. 
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MINUTES OF THE MEETING OF THE HOUSE 
OF DELEGATES 
May 2, 1939 

The second meeting of the House of Delegates 
was called to order by the Speaker of the House 
of Delegates, Dr. J. D. Osborn, Jr. 

A roll call of the Delegates was made and the 
tellers reported seventy-four (74) present and 
voting. 

The first order of business was the consideration 
of the amendments to the By-Laws which were 
submitted at the previous meeting, May ist, and 
were now ready for action. 

Dr. Ned Smith moved that consideration and 
action of the House be limited to Chapter 6, Sec- 
tion 6 and 7; Chapter 7, Section 7; and Chapter 
8 as a whole; and that the remainder of the By- 
Laws, together with the proposed amendments lay 
over until the next House of Delegates meeting 
in 1940. 

Dr. Ritzhaupt amended this motion to have the 
House recess at 10 o’clock to attend the scientific 
meetings and to reconvene. This amendment lost 
on vote and the original motion prevailed. 

Dr. Ritzhaupt as Chairman of the Committee, 
then read to the House the proposed amendments 
to the By-Laws as per Dr. Smith’s motion. (Those 
acted upon favorably now comprise the changes 
in the previous By-Laws of the Oklahoma State 
Medical Association. A copy of the new changes 
in the By-Laws can be had by getting in touch 
with the Ssecretary of your County Society or the 
Executive Secretary’s office.) 

Upon completion of this business on special order, 
Dr. Vandever was recognized by the Chair and 
offered a motion relating to the employment of 
two paid secretaries, pointing out the necessity of 
economy and the desirability for the establishment 
of a business office and that the necessary time 
could not be given by a practicing physician. That 
this motion was in no way to be considered dis- 
approval of the past valuable services of the present 
Secretary, Dr. Willour, but that its sole purpose 
was in the interests of economy and for the good 
of the Association. 

Dr. Fulton spoke against the motion, pointing out 
that the Journal should be edited by a doctor and 
that the decision was up to the Council. 


Dr. Ned Smith spoke in behalf of the motion 
commending Dr. Willour for his work and pointed 
out the By-Laws provided for the handling of the 
scientific part of the Journal by the creation of 
an Editorial Board composed of doctors. Dr. Smith 
then offered an amendment to Dr. Vandever’s 
motion, that Dr. Willour continue in his elected 
position as Secretary-Treasurer until his term ex- 
pired or the Constitution changed and that he act 
as Editor-in-Chief of the Editorial Board, his sal- 
ary to be determined by the Council. 


Dr. Stevenson spoke in behalf of the amended 
motion and Dr. Willour requested that he did not 
desire any personal consideration and for the 
Delegates to act for the good of the Association. 


Dr. Vandever accepted the amendment -to his 
motion and the motion as amended carried. 

The next order of business was the election of 
officers. Dr. C. R. Rountree, nominated Dr. Henry 
H. Turner, for President-Elect. The nomination 
was seconded by Dr. Watson of Enid. Dr. Ritz- 
haupt moved the nominations be closed and the 
Secretary instructed to announce the election 
unanimous by acclamation. 

Dr. Turner upon being advised of his election 
was brought before the House and thanked the 
Delegates for this high honor. 

Dr. Osborn next ruled the House would recess 
for the election of Councilors. Caucuses by Coun- 
cilor Districts were held and upon reconvening the 
elected Councilors from their respective districts 
were announced to be: District No. 2, V. C. Tisdal, 


Elk City; District No. 7, J. A. Walker, Shawnee; 
District No. 8, F. W. Ewing, Muskogee; District 
No. 9, L. C. Kuyrkendall, McAlester; District No. 
10, J. S. Pulton, Atoka. 

Following the election of the Councilors the elec- 
tion of Delegates to the American Medical Asso- 
ciation was next in order and Dr. J. A. Walker, 
nominated Dr. Horace Reed, Oklahoma City. Dr. 
Haralson, moved that the term of Dr. W. Albert 
Cook, be extended one year in order that a dele- 
gate may be elected each year to serve for a term 
of two years. The chair ruled this motion out of 
order. Dr. Ritzhaupt nominated Dr. McLain 
Rogers, Clinton. The nominations were then de- 
clared closed, the ballot taken and Dr. Rogers de- 
clared elected. 


The Speaker next asked for resolutions of thanks 
be drawn for those persons and agencies which 
were of help to the Association during the past 
year. A motion to this effect was made by Dr. 
Sugg, amended by Dr. Ritzhaupt and passed. 

Dr. McNeill, as Councilor, asked for instruction 
from the House concerning an alternate from 
Okmulgee living in Oklahoma County. The dele- 
gate from Okmulgee explained the history of the 
case in question and Dr. Ritzhaupt moved the mat- 
ter be referred to the Council. The motion of Dr. 
Ritzhaupt prevailed and the House adjourned until 
the next morning, May 3, 1939. 


MINUTES OF THE MEETING OF THE HOUSE 
OF DELEGATES 
May 3, 1939 

The third meeting of the House of Delegates 
was called to order by the Speaker of the House, 
Dr. J. D. Osborn, Jr. 

A quorum was declared present by the tellers 
and the meeting proceeded with the regular order 
of business. 

Reports were received by the House from Drs. 
Speed and Willour, Dr. Speed giving a report on 
the matters of the Association, conducted during 
his administration by the Council and Dr. Willour 
presented resolutions passed by members of the 
Council. Their reports and resolutions were ac- 
cepted by vote of the House. 

The Chair next asked the pleasure of the House 
on the disposition of the minutes of the last 
meeting. Dr. Fulton moved the reading of the 
minutes be dispensed with, and on seconding said 
motion was adopted. 

The next order of business was the report of the 
Standing Committees. Dr. McNeill moved said 
reports be accepted as reported in the Journal. 
The motion was seconded and carried. 

Dr. Speed was recognized by the Chair and re- 
quested the report of the Necrology Committee. 
Dr. Willour read the report and Dr. Fulton spoke 
in eulogy of the deceased members. Dr. Fulton 
also moved the report be accepted and any addi- 
tional names of deceased members that might not 
have been included added to the list. The motion 
carried and a moment of silence was observed in 
memory of the deceased members. 

The next order of business was the report of the 
Special Committees. Dr. Turner gave the report 
of the Post Graduate Committee and made addi- 
ticnal remarks, relative to the work accomplished 
by this Committee. Dr. Risser praised the Com- 
mittee’s work and made a few remarks on the ad- 
vantages of this course to the rural doctors, and 
moved that the House instruct the Council to 
continue the work of the Committee and make an 
appropriation of $2,000.00 per year for the next 
two years for its work. The motion was seconded 
and carried. 

Dr. Willour then presented the report of the 
Committee on Control of Cancer and Dr. Carl 
Puckett stated the report of the Committee on 
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Control of Tuberculosis would appear in the next 
issue of the Journal. 

Dr. L. J. Moorman was next accorded the floor 
and presented the name of Dr. A. J. Coley, Okla- 
homa City, for honorary membership in the Asso- 
ciation. The presentation was then filed in the 
form of a motion, seconded and carried. Dr. C. M. 
Pounders, presented the names of Drs. Virgil F. 
Dougherty and R. J. Fitz, who are in missionary 
work, as honorary members. Dr. Willour moved 
they be made honorary members for the term of 
their foreign duty. This was seconded and carried. 
Dr. Moorman was again recognized and moved the 
delegates to the American Medical Association pre- 
sent the name of Dr. D. D. McHenry, Oklahoma 
City, for election to Fellowship in the American 
Medical Association; this was seconded and car- 
ried. Dr. Willour presented the name of Dr. J. E. 
Cullum, Earlsboro, for honorary membership in the 
Association; this was seconded and carried. 


The next order of business was the consideration 
of the amendment to the Constitution that had 
been introduced at the last annual meeting of the 
Association. This was voted upon and failed of 
passage. 

Dr. A. Ray Wiley, President of the Tulsa County 
Medical Society, was next recognized and extended 
an invitation to the Association to meet in Tulsa 
in 1940. The motion was seconded and carried. 


Action on the motion offered by Dr. Haralson on 
the preceding day, extending Dr. Rogers’ elected 
term to three years and Dr. Cook’s one, so that 
thereafter a delegate could be elected every year 
to serve two years, was sconded by Dr. Willour 
and carried. 

Dr. Aisenstadt moved that the dues for 1940 be 
set and Dr. Ned Smith, moved they be ten ($10.00) 
dollars. The motion was seconded and carried. 


Dr. Risser was next recognized and spoke on 
County organization work. The necessity for all 
doctors to become members of their Association 
and be united in their many efforts. Drs. Ritz- 
haupt, Ewing, and McKeel, likewise spoke on the 
interests the doctors should take in the affairs of 
their respective localities. 

Dr. Willour next presented the budget for the 
coming year which was accepted. Dr. Wiley nom- 
inated Drs. Willour and Horace Reed as Alternates 
to the American Medical Association; these were 
seconded and carried. 


A letter was read from Dr. LeRoy Long, ex- 
pressing his appreciation for the kindnesses ex- 
tended him during his illness. 

A letter was read from the American Medical 
Association seeking the support of the Association 
in urging Congress to make an appropriation for 
housing a Medical Library of Congress. Such 
recommendation was made, seconded and carried. 


After a short presentation of the Tulsa County’s 
malpractice insurance plan by Mr. Lloyd Stone, 
Executive Secretary of the Tulsa County Medical 
Society, the meeting adjourned. 

* 7. 7. . 

This is to certify that I have carefully reviewed 
the abstracted minutes of the meetings of the 
House of Delegates of the last Annual Meeting of 
the Oklahoma State Medical Association, together 
with the original transcription, and they are cor- 
feo | recorded to the best of my knowledge and 

ef. 

JAS. D. OSBORN, JR., Speaker, House of Dele- 
gates. 
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Council Convenes 
The Council of the Oklahoma State Medical As- 
sociation convened on August 10, 1939, in the offices 
of the Association, 210 Plaza Court, Oklahoma City, 
on the call of the President, W. A. Howard. 
Councilors present were W. A. Howard, Henry 
H. Turner, L. S. Willour, James Stevenson, Walter 


Hardy, E. Albert Aisenstadt, L. C. Kuyrkendall, 
A. 8. Risser and V. C. Tisdall. 

The Council convened to receive the report of 
the Committee on Group Hospitalization Insurance. 
This report was read by V. K. Allen, Tulsa, follow- 
ing this each Councilor was given a chance to ask 
questions of the Committee. All Committee mem- 
bers were present in the persons of V. K. Allen, 
Tulsa, John E. Heatley, Oklahoma City, and John 
Carson, Shawnee. After a general discussion of 
the topic a letter from Councilor Phillip M. Mc- 
Neill was read and the following motion was made 
by A. S. Risser: 

“In view of circumstances throughout the 
State, that it be the action of the Council to 
endorse the general plan of the Committee on 
Hospitalization Insurance; and instruct the 
President to appoint a Committee to work out 
a plan of organization and report back to the 
Council; and, that they be allowed to draw on 
the Treasury of the State Medical Association 
in an amount not to exceed $500, this to be 
paid back if and when the organization is 
completed and in running order.” 

Dr. Aisenstadt spoke against the motion and 
Dr. Stevenson for it. 


All Councilors voted “aye” on the motion and Dr. 
Aisenstadt requested that his vote be explained. 
He desired to state for the record that he was 
opposed to the voting of the sum of $500 for the 
use of the Committee. 


In compliance with the above motion the fol- 
lowing Committee was appointed by the president: 
A. S. Risser, Chairman, Blackwell; P. M. McNeill. 
Oklahoma City; J. A. Walker, Shawnee; James 
Stevenson, Tulsa; V. C. Tisdal, Elk City. 

A transcript of the discussion by Councilors Ste- 
venson and Aisenstadt is on file in the office of 
the Association. 

On motion the Council adjourned. 

L. S. WILLOUR, Secretary. 
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Editorial Notes—Personal and General | 


Word has just been received from Dr. Geo. J. 
Seibold that he is now located in Wichita Falls, 
Texas, with the Medical and Surgical Clinic. Dr. 
Seibold will specialize in the practice of allergy 
at his new location. 














DR. J. A. MORROW, Sallisaw, appointed by 
Governor Leon C. Phillips as a member of the 
Oklahoma Public Welfare Commission, has resigned 
to accept the position of Deputy Health Com- 
missioner of the Oklahoma State Department of 
Health. Dr. and Mrs. Morrow will make their 
— in Oklahoma City during his tenure of 
office. 


The Southwestern Clinic Hospital of Lawton 
has recently been enlarged and modernized and a 
formal opening for inspection by the public was 
recently held. The physician personnel consists 
of Drs. E. B. Dunlap, O. L. Parsons, Fred T. Fox, 
George Barber, L. W. Ferguson and G. G. Downing. 

Opening of this newly renovated hospital with 
the finest of new modern equipment increases the 
medical services available to the people of the 
southwest. Lawton’s two hospitals, the Angus and 
the Southwest, now present facilities on a par 
with any hospital anywhere. 


John Steinbeck’s novel, “The Grapes of Wrath” 
has not only caused great furor in the literary 
world but has also greatly affected the practice 
of medicine in at least one state. The conditions 
existing among roving families as presented by 
this novel has caused the state of California to 
purchase and equip four auto-clinics for the pur- 
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pose of immunization among this group. Each 
unit is staffed by a physician, a nurse and a sani- 
tation expert. Since 1937 the state department of 
health has vaccinated 23,701 against small-pox and 
innoculated 174,257 against “typhoid fever, thus 
bringing the state’s death rate in these two fields 
to the lowest point in history. 


DR. W. W. COTTON, Walters, and DR. R. M. 
VAN MATRE, formerly of Lawton, have estab- 
lished practice in Temple. Dr. Cotton is a grad- 
uate of the University of Oklahoma School of 
Medicine and Dr. Van Matre received his medical 
education at Washington University, St. Louis, Mo. 


DR. JOHN F. PARK of the McAlester Clinic has 
just returned from a visit to London, England, 
where he attended the surgical clinics. 


City Commissioners of Stillwater recently pur- 
chased an X-ray machine and are in hopes of 
having the new hospital constructed in that city 
open by the first part of September. The hos- 
pital will be under the management of the Sisters 
of the Most Most Sacred Blood. 


Dr. Ralph Bowen, connected since 1932 with 
the Balyeat-Bowen Clinic in Oklahoma City, has 
recently established his own office in Houston, 
Texas. Dr. Bowen’s work in his new location will 
be limited exclusively to asthma, hay-fever, and 
other diseases of allergy. 


Dr. Grady Mathews announces the appointment 
of Dr. J. Dorrough of McAlester as county health 
superintendent of Pittsburg County and Dr. W. K. 
Haynie of Durant as county health officer of 
Bryan County. 





DR. and MRS. W. ALBERT COOK of Tulsa have 
been spending July and August in the mountains 
near Chattanooga, Tennessee, and the Smoky 
Mountains of North Carolina. They expect to 
return home about September Ist. 
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OBITUARIES 


Dr. James L. Shuler 


Dr. James L. Shuler of Durant, Oklahoma, died 
at the home of his son in Hobbs, New Mexico, 
August 24, 1939, about 6 pm. Dr. Shuler had 
been in rather poor health for some months fol- 
lowing an acute septicemia from an infected wound 
of the finger. 

Dr. Shuler was born in Cartersville, Georgia, in 
1860, and had resided in Durant since 1900. He 
was a graduate of the University of Arkansas 
Medical School. He was married to Miss Lucy 
Hickman, at Poscola, Indian Territory, January 11, 
1896. To this union was born one son, Dr. A. C. 
Shuler of Hobbs, New Mexico. 

Dr. Shuler has been an active member of or- 
ganized medicine in Oklahoma since his location 
in Durant nearly 40 years ago. He has served as 
President for several terms and at the time of his 
death was secretary of his County Society. For 
many years he was a Councilor of the Oklahoma 
State Medical Association and he served as Presi- 
dent in 1912. It is consequently evident that he 
has given liberally of his time and talent in the 
support of his profession. Dr. Shuler was also a 
member of the Masonic Order, holding membership 
in the Blue Lodge, Knight’s Templar, Scottish 
Rite and Shrine and he has always been a very 
active and consistent member of the Methodist 
Church. 

The funeral services were held Saturday, = 
26, from the Methodist Church of Durant. Rev. 








W. L. Broome and Rev. W. L. Blackburn officiated 
and interment was in the Durant Highland ceme- 
tery. 

Dr. Shuler is survived by his widow, Mrs. Lucy 
Shuler of Durant, and one son, Dr. A. C. Shuler, 
of New Mexico. 

Organized medicine in Oklahoma has lost one of 
its original members and his presence and council 
will be decidedly missed. 
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New Books 


THE ART OF ANAESTHESIA: By Paluel J. Flagg, 
M.D., Visiting Anaesthetist to Manhattan Eye 
and Ear Hospital; Consulting Anaesthetist to 
St. Vincent’s Hospital, New York, N. Y.; Con- 
sulting Anaesthetist to the Woman’s Hospital, 
Sea View Hospital, Jamaica Hospital, Mount 
Vernon Hospital, Flushing Hospital, Mary Im- 
maculate Hospital, St. Mary's Hospital, Far 
Rockaway, N. Y.; Nassau Hospital, L. I.; Director 
of Pneumatology, World’s Fair, New York City, 
and Chairman of Committee on Asphyxia of 
the American Medical Association. Sixth Edi- 
tion, Revised. 491 pages with 161 illustrations. 
Philadelphia, London and Montreal. J. B. Lip- 
pincott Company, 1939. 


In the sixth edition of The Art of Anaesthesia, 
Dr. Flagg gives us the basic principles of anesthesia 
in a most comprehensive manner which should be 
appreciated by both the trained and untrained 
anesthetist. The introduction gives the history 
of the pre-anesthetic period then takes up the 
anesthetic period from 1842 to the present date. 


Dr. Flagg neatly classifies anesthesia; gives the 
characteristic signs and various methods of ad- 
ministration, taking ether as the more commonly 
used anesthetic agent. 

The chapter on chloroform is especially inter- 
esting, particularly so for the average small town 
and country doctor. Quote, “Chloroform, while 
ideal in efficiency, is a dangerous poison. In the 
light of present day pathology, chloroform should 
cease to be used as an anesthetic in obstetrics.” 


The second part of this edition contains material 
bearing upon factors incidental to the actual ad- 
ministration of the anesthetic; as, preliminary 
medication (which is too often treated very light- 
ly); post-operative treatment and duties of the 
nurse; Co2 and rebreathing; pre-anesthetic exam- 
ination (which should be a routine for every one). 
The improved method of intratracheal anesthesia 
is very helpful for the anesthetist who does not 
have occasion to use this method every day. 


The patient's point of view is brought out in an 
elaborate but not too lengthy manner. Dr. Flagg 
says, “One need not follow the isms of the faddist 
to be up to date. Truth is not a matter of time 
or place, it is unchangeable. The acknowledgement 
of the existence of the supernatural in the sow 
of man is not an evidence of revision of type. Iv 
is but the result of the acceptance and of the in- 
telligent correlation of a host of facts which we 
see about us.” 

The author treats the basal anesthetics and 
cyclopropane with great interest, then touches on 
dental anesthesias; intubation and causes of death 
in anesthesia. 

The last chapter dealing with pneumotology is 
extremely interesting and certainly worthy of much 
consideration by hospital superintendents, munici- 
pal heads and boards of health. 

In all “The Art of Anaesthesia,” is a splendid 
and well written book, and should be a prized pos- 
session of any one practicing anesthesia. 
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Calcification of the Supraspinatus Tendon: W. A. 
Bishop, Jr., M.D., Oklahoma City, Archives of 
Surgery, August, 1939, Vol. 39, No. 2, page 231. 


The author has made an attempt to correlate 
the pathologic lesion with the symptoms produced 
and to rationalize the treatment. 

This article is based on a series of 27 patients, 
nine of whom had bilateral deposits, while the 
author was working under the supervision of Dr. 
J. A. Freiberg in the Department of Orthopedic 
Surgery at the University of Cincinnati. 

The author’s summary and conclusions follow: 

“No attempt has been made to discuss a differen- 
tial diagnosis of lesions of the shoulder except in 
connection with cases in which calcareous deposits 
are present. As was shown by Codman, such de- 
posits are most often located in the tendon of the 
supraspinatus muscle at the usual site of rupture, 
near its attachment into the greater tuberosity of 
the humerus. Occasionally the tendon of the 
infraspinatus or the subscapularis muscle is in- 
volved. The calcium salts are thought to be laid 
down slowly over a period of months or even years 
in the hyaline connective tissue subsequent to re- 
pair of repeated minor traumas. The masses are 
asymptomatic until they are large enough to pro- 
duce mechanical disturbances or until a minor 
trauma tears a few of the adjacent tendon fibers 
and produces mechanical irritation with the ac- 
cumulation of serum and inflammatory cells to 
activate the process. 

“A case is presented to illustrate the types of 
pain encountered. Pain in the region of the in- 
sertion of the deltoid muscle is thought to be 
referred from the subacromial bursa. The in- 
creased pressure within the tendon and the 
stretching of the overlying synovial membrane 
which lines the base of the bursa seem to account 
for the occurrence of constant dull, boring or aching 
pain localized to the point of the shoulder. The 
third type of pain encountered in this condition 
is really the result of a complication. It consists 
of pain throughout the distribution of the brachial 
plexus. The most severe symptom is a burning, 
shooting or tingling sensation down the arm, most 
often in the distribution of the ulnar nerve but 
also encountered in the areas innervated by the 
median and radial nerves. It is often associated 
with swelling of the involved hand. Oscillometric 
tracings may show some decrease in the vascular 
pulsations on the affected side. Sensory and other 
subjective neurologic changes are not uncommon. 
The entire picture is that presented by the scalenus 
anticus syndrome and is thought to result from 
reflex spasm of the scalenus anticus muscle of 
the affected side. 

“The diagnosis depends on a carefully taken 
history and on the physical findings, which, how- 
ever, differ little from those associated with other 
painful conditions of the shoulder. Roentgen 
examination should consist of the taking of an- 
teroposterior views of the shoulder with the hum- 


erus in the neutral position and in lateral rotation, 
a “semisoft’ technic being advisable. 

“Routine treatment is considered radical. The 
acute condition should be treated immediately by 
lavage. In the subacute or chronic stages, a deci- 
sion must be made to give diathermy a trial or to 
resort to lavage if it has not been used previously. 
In a small percentage of cases the condition can- 
not be satisfactorily treated except by surgical re- 
moval of the deposit.” 

LeRoy D. Long. 


Penetrating Stab Wounds of the Abdomen and 
Stab Wounds of the Abdominal Wall, A Review 
of 184 Consecutive Cases: Louis T. Wright, M.D., 
Robert S. Wilkinson, M.D., and Joseph L. Gaster, 
M.D., New York, N. Y.; Surgery, August, 1939, Vol. 
6, No. 2, page 241. 


Stab wounds that penetrate the peritoneal cavity 
demand immediate laparotomy because of the 
possibility of injury to some abdominal viscus or 
blood vessel. 

Whereas the majority of cases at the time of 
admission to hospital shows adequate clinical proof 
of intra-abdominal injury, the borderline group of 
cases, where uncertainty exists as to the presence 
of intra-abdominal injury, causes great anxiety and 
in the past (because of watchful-waiting policy) 
added to mortality. 

At the Harlem Hospital these men in previous 
years customarily waited and attempted clinically 
to tell whether penetration of the abdomen was 
present or not. This was felt to be wrong, and 
it was, therefore, decided to operate upon every 
case of stab wound in the following fashion: to 
open the abdominai wall down to the peritoneum 
without opening the peritoneal cavity, and, if there 
was no sign of penetration of the parietal peri- 
toneum, the operator would gently peel the peri- 
toneum away from the abdominal parietes and 
look for (a) intraperitoneal hemorrhage and (b) if 
there was evidence of penetration of the peri- 
toneum. Of course, if the peritoneum had been 
entered, the patient received thorough surgical ex- 
ploration. The skin incision was made closely 
adjacent to the stab wound itself and in some in- 
stances the stab wound was made part of the 
incision. It was assumed that in all of these cases, 
if the knife entered the peritoneal cavity, the 
abdominal cavity was infected and, therefore, it 
was safe for the surgeon to investigate. In the 
event it was found that the abdominal cavity had 
not been opened, the muscles of the abdominal 
wall were closed in the usual fashion and one or 
two Penrose drains were inserted down to the 
peritoneum. Following this procedure, their total 
mortality was reduced for all types of cases. 


In this way the total mortality of penetrating 
stab wounds of the abdomen was lowered because 
in no instance was penetration missed or opera- 
tion delayed while waiting for symptoms to de- 
velop. 

The only site where this procedure caused tech- 
nical difficulties was along the anterior costal 
margins and in the back. 

The authors urge the routine X-ray of abdomen 
and chest, blood banks, intravenous glucose and 
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saline by slow drip method and avoidance of 
spinal anesthesia while taking care of this type 


of case. 
LeRoy D. Long. 


Sulfapyridine in Treatment of Pneumonia, With 
Special Reference to Postoperative Pneumonia: 
By H. Corwin Hinshaw, M.D., Ph.D., and Herman 
J. Moersch, M.D., Rochester, Minnesota; Archives 
of Surgery, August, 1939, Vol. 39, No. 2, page 275. 


This is a very important and practical contri- 
bution, based upon the experience of the authors 
in the treatment of 21 cases of postoperative pneu- 
monia and six cases of primary pneumonia in the 
Mayo Clinic. 

The average patient was given 15 grains of 
sulfapyridine by mouth every four hours, day and 
night. “The first dose, and sometimes the second 
dose also, was doubled, making a total of either 
105 or 120 grains during the first 24 hours.” 


In connection with unfavorable effects, the 
authors report that in this group there was no 
significant leukopenia, cyanosis, hemolytic anemia, 
drug rash, drug fever, or other annoying compli- 
cations. 

About half of the patients complained of nausea. 
The treatment was shortened in about half the 
cases complaining of nausea, but it appears that 
the authors believe that nausea does not usually 
make it necessary to discontinue the drug. They 
expressed themselves as believing that nausea “is 
merely an uncomfortable reaction.” 

In about half of the patients the temperature 
returned to around normal within 24 hours after 
the beginning of the treatment, and “the condi- 
tion of most of the remainder was significantly 
improved in 48 to 72 hours.” 

There was one death in the group. “This was 
in a case of early fulminating postoperative pneu- 
monia which developed on the second day after 
extraperitoneal resection of a carcinoma of the 
colon.” In the case of this patient sulfanilamide, 
together with rabbit serum were given before the 
employment of the sulfapyridine, the patient having 
had 100 grains of sulfanilamide, and 100,000 units, 
type 13, of rabbit serum on the second day of the 
pneumonia. The administration of sulfapyridine 
was started 30 hours before death. The patient 
was comatose, and for that reason the drug was 
given per duodenal tube. Autopsy revealed ex- 
tensive bilateral pneumonia. 

In all the patients treated, there was striking 
reduction of the abnormally high temperature fol- 
lowing the administration of sulfapyridine. 


The authors say, “It must be emphasized that 
other patients, whose cases were not reported here, 
responded satisfactorily to serum, sulfanilamide or 
neoprontosil and, therefore, did not receive sulfa- 
pyridine.” At the same time, attention is called 
to the important fact that some patients who did 
not respond to other treatment did subsequently 
respond to sulfapyridine. 

Notwithstanding the very satisfactory results, it 
is clear that the authors do not believe that sulfa- 
pyridine is a panace&, and there is a swift and 
significant reference to preventive measures in 
the following statement: “Efforts to avoid atelec- 
tasis and aspir.tion may prevent, or even abort, 
very early postoperative pneumonia.” If these 
efforts are not effectual, then sulfapyridine occu- 
pies an important place in the treatment of post- 
operative pneumonia in the case of all patients 
where the drug may be given per orum. “Sulfa- 
pyridine cannot be administered parenterally be- 
cause of its insolubility.” 

The following is a summary of the article: “Sul- 
fapyridine may promptly arrest the progress of 
postoperative as well as primary pneumonia. It 
may be successful when other chemotherapeutic 
agents apparently have failed. It is effective in 


the treatment of elderly as well as the young pa- 
tients. Pneumococci are frequently the predomi- 
nant organisms in the sputum of patients with 
postoperative pneumonia. The drug appears to 
be equally effective when pneumococci are not 
identified in the sputum.” 

Notes:—Our experience convinces us that sulfa- 
pyridine is an agent of remarkable and striking 
value in the treatment of postoperative pneumonia. 

Leroy Long. 


The Treatment of Dysmenorrhea With Testosterone 
Propionate: Udall J. Salmon, M.D., Samuel H. 
Geist, M.D., and Robert L Walter, M.D., New 
York, N. Y.; American Journal of Obstetrics and 
Gynecology, August, 1939, Vol. 38, No. 2, page 264. 


These authors begin their discussion by stating 
that the subject of dysmenorrhea has engaged the 
attention of numerous investigators and an exten- 
sive literature has accumulated on the subject. 
There are three current theories as regards the 
etiology of dysmenorrhea: (a) deficiency of pro- 
gesterone, permitting the unopposed action of estro- 
genic hormone upon the uterine muscles; (b) 
excessive estrogen production resulting in hyper- 
motility of uterine musculature; and (c) excessive 
progesterone activity. None of these are, however, 
adequately supported by controlled experimental 
studies. The authors advance still another theory: 
that dysmenorrhea may be due to an androgen 
deficiency (male hormone) resulting in the un- 
opposed action of ovarian hormones. 


The rationale for the androgen theory is based 
on the observation that testosterone counteracts 
certain of the physiologic effects of the estrogens 
in animals and human beings. Also favoring this 
theory are studies reported by Koch recently in 
which it was found that normal young women 
excrete daily an average of 26 international units 
of androgenic substance as compared with an 
average of 40 international units per day by men 
of the same age. Only traces are excreted by girls 
before puberty. 

The present study was conducted on a series of 
30 patients from 15 to 45 years of age. Seventeen 
were under 30, 10 between 30 and 40, and three 
over 40. In all but five the dysmenorrhea had 
been present since puberty. Twenty-seven had 
no palpable evidence of pelvic disease; two had 
suggestive signs of chronic adnexitis; and one had 
several small myomas. Nineteen had normal, 
regular menstrual cycles; 11 had various degrees 
of menorrhagia. 

Satisfactory clinical results occurred during the 
course of treatment in 26 of the 30 cases. Twenty- 
two had complete relief; four were considerably 
improved; and in four cases there was no improve- 
ment. Following the discontinuation of treatment 
17 patients remained symptom-free during the 
period of observation which varied from three to 
24 months. In eight cases there was slight re- 
currence of pain within two months after discon- 
tinuation of testosterone. In one there was com- 
plete recurrence of pain one month after the last 
injection. 

Of the four patients who failed to respond, one 
had uterine myomas; one had chronic adnexitis; 
and the remaining two exhibited no palpable sign 
of pelvic disease. 

The authors feel that the optimal dosage for 
relief of dysmenorrhea is in the neighborhood of 
250 to 350 mg. of testosterone proprionate given in 
divided doses during one cycle. If the pain is re- 
lieved completely or partially with this dosage, it 
is advisable to give an additional course of therapy 
decreasing the amount by half. If only slight or 
no improvement is obtained, a second course should 
be given. 

In conclusion, dysmenorrhea is attributed to an 
androgen deficiency resulting in the unopposed or 
unmodified action of the ovarian hormones. The 
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following evidence is offered in support of this 
theory: (a) androgens play an important part in 
normal hormonal economy of the sexually mature 
female; (b) there is experimental evidence indi- 
cating a definite antagonism in the human female 
between estrogens and androgens; (c) 86 per cent 
of the cases of functional dysmenorrhea in this 
series were relieved when treated with a potent 
androgen (testosterone proprionate). 

Although their results in this series have been 
gratifying, the authors do not believe that testo- 
sterone is the complete answer to the problem of 
dysmenorrhea. They do feel, however, that testo- 
sterone is a valuable addition to our therapeutic 
armamentarium. 

Warren Poole. 


Recent Developments In Diagnosis and Treatment 
of Hydatidiform Mole and Chorioepithelioma: 
By Albert Mathieu, M.D., F.A.C.S., Portland, 
Oregon; American Journal of Obstetrics and 
Gynecology, April, 1939, Vol. 37, No. 4, page 654. 


An extensive analysis of the literature prior to 
1930 including about 1,500 cases of chorioepithelioma 
and probably 10 times as many moles showed a 
mortality rate for hydatidiform mole of approxi- 
mately 12 per cent and that of chorioepithelioma 
60 per cent. 

Since 1929 when Zondek discovered that gona- 
dotropic hormone was present in the urine of pa- 
tients with hydatidiform mole, and was greatly 
increased in amount over that of normal preg- 
nancy, and since 1930, when this same discovery 
was made in relation to chorioepithelioma, diag- 
nosis, treatment, and prognosis of these diseases 
changed remarkably. 

The author’s review of the world’s literature for 
the three years, 1935, 1936 and 1937, involving 576 
cases of mole and 266 of chorioepithelioma shows 
the mortality to be approximately two per cent 
and 10 per cent respectively. 

His analysis of the literature indicates the fact 
that the decreased mortality is the result of early 
diagnosis by means of the various biological preg- 
nancy tests and early treatment by hysterectomy. 


The author gives a long list of the precautions 
that should be taken in using these biological tests 
from a qualitative standpoint. Because of the 
importance of these precautions, they are quoted: 
“(1) the test is positive in the presence of living 
chorionic tissue, which includes normal pregnancy; 
(2) the test is also positive in hydatidiform mole, 
chorioepithelioma, or metastases of either dis- 
ease; (3) the test may be negative in missed molar 
abortion; (4) the test may be positive for six weeks 
following the passage of a mole because of stored 
hormone in the body; (5) if a test is positive two 
months after the passage of the mole, and normal 
pregnancy has been excluded, it is likely that 
living molar tissue is still present or chorioepithel- 
ioma has developed; (6) in the presence of lutein 
cysts after all living chorionic tissue has been re- 
moved, the test will be positive until these cysts 
regress because the hormone is stored in them; 
(7) a positive test one month after the removal 
of a chorioepithelioma is strong evidence of meta- 
stasis; (8) the spinal fluid gives a negative test 
in normal pregnancy and a positive test in mole 
or chorioepithelioma; (9) absolute reliance should 
not be placed on one test, and in questionable cases 
the test should be checked and rechecked; (10) 
the test should be used in all questionable condi- 
tions where the element of chorioepithelioma might 
exist; and (11) the biologic test should overrule 
contrary clinical and pathologic findings. During 
a period of a week or so following mole, there 
might exist a nidus of chorioepithelioma which is 
too small to produce a sufficient quantity of hor- 
mone to be detectable by methods now extant. Al- 


though such a nidus is a rarity, it probably ex- 
plains those few cases reported in which there was 
a negative test at some period during the transi- 
tion of mole into chorioepithelioma. If such a 
nidus exists, it will not be long before it grows 
sufficiently to give a positive test, or, the test will 
be positive before the disease gets beyond easy 
clinical control.” 

The diagnosis and treatment of hydatidiform 
mole is concisely given in the following quotation: 
“When the diagnosis of mole is uncertain the pa- 
tient should be treated conservatively, but once 
the diagnosis is certain, it is probably best to empty 
the uterus at once through the vagina. An im- 
portant part of the treatment of mole is watch- 
fulness for the advent or presence of chorioepi- 
thelioma. Evidence indicates that there are many 
cases of simultaneous occurrence of these two dis- 
eases. In the follow-up treatment there should 
be repeated biologic pregnancy tests which, when 
correlated with the clinical findings, will show the 
presence or absence of chorioepithelioma. The 
greatest pitfalls in the follow-up treatment of mole 
are lack of knowledge that chorioepithelioma may 
ensue and the misconception of the biologic preg- 
nancy test.” 

Early diagnosis and immediate hysterectomy is 
the preferable treatment for chorioepithelioma. 


The author believes that there is sufficient evi- 
dence in the literature to show it is safe to leave 
the ovaries when hysterectomy is performed, except 
when there is primary chorioepithelioma of the 
ovary. In the discussion of this paper, practically 
all those who discussed it disagreed with him upon 
this point and felt that bilateral oophorectomy 
should be performed in the presence of a chorio- 
epithelioma. 

The author is quite optimistic in looking for- 
ward to a time when the cure of chorioepithelioma 
will range in the neighborhood of 95 per cent, made 
possible by early diagnosis and treatment. He not 
only feels that this may be true, but that the 
ovaries may also be preserved. 


Comment: This author has made a most ex- 
tensive study of this disease and for a collective 
review of the literature for the years 1935, 1936, 
and 1937, on these subjects you are referred to his 
articles in the International Abstract of Surgery, 
January, 1939, Vol. 68, pages 52-70, and February 1, 
1939, Vol. 68, pages 181-198. 


The evidence as shown from this review of lit- 
erature reveals most amazing improvement in the 
results in the treatment of these diseases and even 
these figures do not give full credit as hydatid 
mole is now being treated conservatively with 
evacuation of the uterus only and observation by 
biologic tests, whereas many of these patients 
were formerly subjected to radical surgery. 


However, it is in this very field of conservatism 
that the greatest precaution should be taken. Full 
knowledge of the biologic tests employed and their 
clinical significance, as well.as clinical observation 
of the patient, is fundamental to proper treat- 
ment. For example, a patient has come to my 
attention who had the uterus evacuated, and short- 
ly thereafter a negative Friedmann test. Though 
she persisted in having vaginal discharge of bloody 
character, no additional Friedmann tests were done, 
and the patient succumbed to chorioepithelioma. 


In spite of the great improvement that has been 
made and also the satisfactory conservative man- 
agement of hydatid mole when precautions are 
taken, I cannot quite agree with this author in 
leaving the uterine adnexa behind as they are fre- 


quently the site of invasion. 
Wendell Long. 
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Ocular Manifestations of Brucellosis (Malta Fever; 
Undulant Fever). Original paper by John Green, 
M.D., St. Louis, Mo. Published in Digest of 
Ophthalmology and Otolaryngology, August, 1939. 
Digested from Trans. of the American Ophthal- 
mological Society, 1938, Pp. 104-126. 


An epidemic form of fever in man had long 
existed in the Mediterranean area and was espec- 
ially noticed in the island of Malta. Organisms 
belonging to this group have been given the generic 
name of Brucella in honor of Sir David Bruce 
who in 1886 proved the etiologic factor which he 
called Micrococcus melitensis. In the human being 
the disease was variously termed Mediterranean, 
Gibraltar, Malta, undulating, undulant and goat 
fever. 

Human beings may become infected by consuming 
unpasteurized milk or other dairy products con- 
taining Brucella abortus or by infection through 
skin abrasions and other wounds. The incubation 
period lasts from five to 15 days. The onset is 
gradual, with weakness, general malaise, headache, 
backache, anorexia, and constipation, followed by 
fever, chills, sweats, aching of the muscles, bones, 
and joints, and loss of weight. One characteristic 
is that the appearance and general condition of 
the patient may be good despite a rapid pulse and 
high temperature. Physical signs consist of an 
enlarged spleen, enlarged lymph glands (less fre- 
quent), swelling of the joints without redness or 
pain, and abdominal distress suggestive of appendi- 
citis or cholecystitis. 


Positive diagnosis cannot be made on clinical 
signs alone but, by means of the Opsonocytophagic 
test, the blood-agglutination test or the skin test 
it can definitely be determined that a patient has 
or has had the disease. 


Fever therapy, by means of the Kettering hyper- 
therm, has been effective in treatment of some 
acute cases and probably acts by raising the phago- 
cytic power of the blood. Recently Dr. Lee Foshay 
of Cincinnati General Hospital has developed an 
effective serum for acute cases and a vaccine for 
chronic cases. 


Comparatively few ophthalmologists are taking 
advantage of the opportunity to determine by lab- 
oratory methods the presence or absence of past or 
present Brucella infection although the occurrence 
of ocular manifestations in the course of brucellosis 
is now well established. Those who have studied 
the disease become enthusiastic about the possi- 
bilities and implications of the disease. Evidence 
is accumulating that some ocular maladies hitherto 
ascribed to other origins may be caused by brucell- 
Osis. 

It is noted that most ocular lesions occurring in 
the course of brucellosis do not destroy the integrity 
of the globe—hence enucleation is not demanded. 
Clinically and pathologically the eye with melitensis 
bears great similarity to ocular tuberculosis. 


The external ocular muscles, the cornea, the uveal 
tract, the retina, and the optic nerve have all 
proved to be vulnerable to infection by Brucella. 
Should not the ophthalmologist include in his list 
of possible etiologic factors a disease that is so 
widespread and one that has been proved to be 
= of affecting almost every tissue of the 
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The Intra-Capsular Extraction of Cataract with 
Forceps: Is Its Use Justifiable? Robert Buxton, 
Weston-Super-Mare. The British Journal of 
Ophthalmology, August, 1939. 

This controversial question is discussed under the 
following headings: 


(1). Historical and general considerations. 


(2). Certain complications: their incidence, 
causes and avoidance. 


(3). Choice of cases. 
(4). Important details of technique. 


This article is about 35 pages in length and is 
discussed in much detail. There are accompanying 
illustrations and a long bibliography appended. 
The author’s own summary is as follows: 


(1). The advantages and disadvantages of the 
intra-capsular extraction of cataract with 
forceps are discussed. 


(2). The incidence of certain complications of 
the operation is investigated. 


(3). The importance of a careful selection of 
cases and attention to minute details of 
technique is emphasized. 


(4). Not until further statistics are published, 
showing the end-results of selected cases 
compared with the end-results of the classi- 
cal operation, can any conclusions be ar- 
rived at as to whether the use of the intra- 
capsular operation is justified. 


(5). While posessing certain advantages, the 
intra-capsular operation carries with it an 
increased risk of certain complications. 


(6). The results of the classical operation are so 
satisfactory that it is doubtful whether it 
will be superceded by the intracapsular op- 
eration even in selected cases. 


(7). It is probable that under poor conditions 
where increased risks have to be taken, eg., 
in India, the intra-capsular operation in 
selected cases is preferable. 


Double Injury To The Ear. By Th. De Szentlo- 
rinczi-Liebermann and G. Kelemen, Budapest. 
The Journal of Laryngology and Otology, July, 
1939. 


This interesting article is most suitably sum- 
marized by the authors as follows: 


Owing to a fall on the head from a height and 
the simultaneous penetration of a hairpin into the 
ear, a double injury occurred, the fall having 
caused a fracture of the middle and inner ear, 
whereas the pin penetrating into the ear had 
brought about a luxation of the stapes. Death oc- 
curred after three weeks. Dissection, completed by 
microscopic investigation of the petrous bone, 
showed that the opening of the oval window, caused 
by the luxation of the stapes, was blocked by 
granulations. No symptoms of meningitis were 
found either clinically or as a result of dissection. 
Death occurred owing to increasing intracranial 
pressure, caused by a haematoma in the scala pos- 
terior. This haematoma followed a rupture in the 
sinus wall and constantly increased in volume 
owing to the fact that the irrepressible vomiting 
pressed fresh quantities of blood through the 
sinus rupture. The most remarkable phenomenon 
was that the double nature of the injury was 
clearly traceable on microscopic examination. Lux- 
ation of the stapes without any fracture of the 
latter must be regarded as a rare condition in the 
case of non-operative traumata. 
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Lesions of the Tongue: A Collective Review. J. B. 
Brown, M.D., F.A.C.S., and H. Haffner, M.D., St. 
Louis, Mo. 8. G. & O., August, 1939, Vol. 69, No. 2. 


Radical operative removal of the tongue for 
carcinoma is a rapidly decreasing type of opera- 
tion but it is interesting to note that most authors 
recommend a radical dissection of the cervical 
lymphatics if there is any local cure with radium 
or local operation possible. Such uniformity of 
opinion points to the conclusion, at least for the 
present, that dissection should always be done on 
the side of involvement and the opposite side 
closely observed for any evidence of growth in 
the lymphatic system. Unanimous opinion seems 
to be that in the early forms of this disease, local 
treatment with radiation should be carried out 
and followed by operative dissection of the entire 
cervical lymphatics. 

It would seem from this review that carcinoma 
of the oral cavity can be divided into three groups 
according to their amount of extension. (1) Group 
with a definitely proved local lesion and without 
palpable glands. (2) Proven local lesions with 
palpable glands which are small and mobile lend- 
ing themselves to operative removal. (3) Advanced 
local lesion with extensive metastisis. 


Sanford Cade quotes Wallace’s summary on 
glands. Of the first group mentioned in the classi- 
fication above after the local lesion has been 
treated the lympahatic area of the neck is given 
surface radiation. In the second group the glands 
are radically removed if the condition of the pa- 
tient permits; if not, interstitial radiation is used. 
Of the third group those with extensive and gross 
metastisis treatment of the lymphatic region is by 
deep X-ray. 

If one in considering the reports contained in 
this article were to attempt to establish some fairly 
routine procedure in treatment of a carcinoma of 
the tongue it would most probably be a local treat- 
ment of the lesion by operative removal or inter- 
stitial radiation followed by a rest period of from 
four to six weeks and a radical dissection of the 
cervical lymphatics. 


Statistical reports included in the article indi- 
cate an improvement of 10 to 15 per cent mortality 
where early dissection is carried out. One author 
States that approximately 30 per cent five-year 
cures should be obtained without nodal involve- 
ment whereas those with nodal involvement would 
probably be less than 10 per cent. This author 
maintains that successful treatment depends on 
keeping ahead of the disease and this should best 
be done by routine neck dissection whether the 
glands are palpable or not. 


Muscle tumors of the tongue fall into two groups: 


Rhabdo myoma and myoblastoma. Cappell and 
Montgomery believe the tongue to be the most 
common site of tumors arising from muscle cells 
and emphasize the importance prognostically of 
differentiation of rhabdomyomas from myo- 
blastomas. The former grow as pedunculated 
small tabloid masses on the tongue and frequently 
recur and metastisize through the lymphatics in 
spite of early radical removal. The latter are 
generally rounded nodules within the substance 
of the tongue and are frequently cured by local 
removal. 

Congenital lesions of the tongue may be of 
almost any character, one complete cleft of the 
tongue has been reported associated with a cleft 
palate. Congenital cavernous hemangioma is a 
rather infrequent occurrence usually small at birth 





but takes on periods of rapid growth. Early treat- 
ment is urgent whether in the form of surgery, 
chemical, physical extirpation. 


Macroglossia producing anomalies of occlusion 
and respiration may occur and should be treated 
by partial excision sufficient to reduce the tongue 
to somewhat near normal size as early as the con- 
dition of the patient permits. 


Chondromas of the tongue are rare, eight cases 
having reported at the present time; excision is 
the treatment. Lipomas are a rare occurrence but 
have been reported. 

Tuberculosis of the tongue usually appears in 
association with advanced pulmonary tuberculosis 
but occasionally the large ulcerated lesion of the 
tongue should have a biopsy performed. Tubercu- 
losis may be cured by radical excision of the ulcer 
site. One case is reported which is presumed to 
be primary tuberculosis. 


Syphilitic ulcers occur on the tongue in associa- 
tion with generalized syphilitic infection and 
Thuzuki found that 70 per cent of ranula cases 
are syphilitic. These cases respond to general anti- 
luetic treatment. 

Infections of the tongue occur as acute glossitis 
and primary and secondary abscesses. These con- 
ditions are treated in accordance with infections 
elsewhere in the body. 


Comment: This is an exhaustive collective re- 
view of lesions of the tongue which represents a 
very intensive study of the literature and gives 
some uniformity in the treatment of the various 
lesions. Carcinoma occupies most of the article 
and for the most part the authorities agree to 
treatment of the local lesion followed by a radical 
removal of the cervical lymphatics. Other lesions 
of the tongue are given representative considera- 
tion with some suggestions as to their manage- 
ment. 


4) 
v 








ORTHOPAEDIC SURGERY 


Edited by Earl D. McBride, M.D., F.A.C.8. 
717 North Robinson Street, Oklahoma City 














“Calcification of the Supraspinatus Tendon: Cause, 
Pathologic Picture and Relation to the Scalenus 
Anticus Syndrome,” W. A. Bishop, Jr., Oklahoma 
City, Oklahoma. Archives of Surgery, Vol. 39, 
No. 2, August, 1939. 


The author discusses the incidence of calcareous 
deposits of the shoulder, giving a new routine of 
examination of the shoulder, through which during 
the past year 27 patients were found to have 
calcareous deposits. This occurs most commonly 
between the ages of 30 and 50 years. Men are 
found to have the condition twice as often as 
women. 

Anatomy of the shoulder region is discussed, 
primarily with relation to the tendon of the supra- 
spinatus muscle which reenforces the central upper 
portion of the capsule and is inserted into the 
anterior and uppermost part of the greater tuber- 
osity. 


Discussion of the etiology of this reviewed the 
controversy of opinions as to the cause. Some 
feel that calcium is laid down in the unabsorbed 
hemorrhage which fills the defect in an abortive 
attempt at repair of minor injuries to the tendon 
tissue. Others state due to a tendinitis, local 
necrosis of the tendon and calcification produced 
by often repeated occupational traumas which 
squeeze the supraspinatus tendon between the 
tuberosity of the humerus and the roof of the 
subacromial bursa. Still others advance the hypo- 
thesis of a metabolic factor. 


The author feels that deposits are laid down 
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slowly in the areas of hyaline degeneration subse- 
quent to repair of repeated minor injuries. 

Details of pathology follow, after which the 
symptoms are discussed. 

In general the onset is abrupt and very painful, 
but the history in a very large number elicits an 
insidicus beginning. Abduction and medial rota- 
tion are the first motions which are limited and 
cause pain. Three types of pain are Genes. 
They vary in degree from mild to ago 
Pain at the insertion of the deltoid muscle. It is 
sharp, cutting or stabbing and is compared to the 
pain which accompanies motion in an arthritic 
joint. 2. The greater percentage of patients com- 
plain of a constant dull, boring or aching pain 
localized at the tip of the shoulder at the point of 
greatest tenderness. 3. This type is associated with 
this and other lesions about the shoulder consists 
of pain in the muscles of the neck, in the scapular 
region and occasionally down the arm as far as 
the finger tips. This often follows the distribution 
of the ulnar nerve, with occasionally a numbness 
which suggest the extremity has “gone to sleep.” 
There may be swelling of the involved hand. These 
findings are identical with those encountered in 
the “scalenus anticus syndrome,” believed to be 
due to reflex spasm of the scalenus anticus muscle 
on the affected side. 

Diagnosis of this condition is made on the his- 
tory and physical findings which consist of tender- 
ness below the tip of the acromion, painful “hitch” 
on abduction and again on descent of the arm, 
and the X-ray findings. “Soft” or “semisoft” 
technique should be used in roentgen examination 
of the shoulder. 

In treatment with the acute onset, the Smith- 
Petersen type lavage is recommended. In the less 
severe attacks, sedative and ice bags relieve pain. 
In the chronic stage diathermy or roentgen therapy 
is used or the lavage may be used. 


A case is reported with the particular symptoms 
resembling the anterior scalenus syndrome. 


If lavage or diathermy does not relieve the con- 
dition, surgical removal of the deposit is necessary. 


“The Colonna Reconstruction Operation for Un- 
united Fractures of the Neck of the Femur,” Paul 
C. Colonna, Oklahoma City, Oklahoma. The 
= Bone & Joint Surg., Vol. XXI, No. 3, July, 
1939. 


The type of operation as advised by Dr. Colonna 
has been reviewed in a previous abstract in this 
Journal. Consequently will not be dealt with in 
detail, other than the results he has obtained in 
the past year or so, particularly that done by other 
men. He sent questionnaires to several orthopedic 
surgeons and has classified the end-results with 
reference to: (1) those with surgery performed 
previous to the reconstruction operation and those 
without; (2) those with preoperative evidence of 
arthritis, and those without; (3) those with absorp- 
tion of the neck and those without. 


The best results were obtained in the case where 
there was no preoperative evidence of arthritis 
about the joint and without previous hip joint 
surgery. However, excellent results were obtained 
in other cases and the author presents definite 
evidence that this type of reconstruction operation 
has proved suitable for those cases of old ununited 
fractures of the neck of the femur which have com- 
plete absorption of the neck and necrosis of the 
head. 

Briefly, the operation consists of removal of the 
head of the femur and insertion of the trochanter 
immediately into the acetabulum, without removal 
of the muscles immediately from the trochanter. 
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The Treatment of Hypertension. Nelson W. Barker 
and Robert W. Graham. Medical Clinics of 
North America. July, 1939. Mayo Clinic Number. 


It has been estimated that approximately 15 per 
cent of all adults have hypertension and that 23 per 
cent of those above 53 years of age die as a result 
of this condition. Knowledge concerning the cause 
is still imperfect and the large number of drugs, 
diets and regimens which have been used in the 
treatment of hypertension, is in itself an indict- 
ment. 

There have been four theories regarding the 
cause of essential hypertension. These are: (1) 
Hyperirritability of the sympathetic vasomotor sys- 
tem. (2) Excessive secretion of the endocrine 
glands. (Pituitary body, suprarenal gland, thyroid 
gland.) (3) Exogenous toxins or infections. (4) 
Obstruction of renal circulation as a result of 
ischemia, a vasopressor substance, acting directly 
on the arterioles is liberated into the blood stream. 
It is possible that essential hypertension may be 
produced by any one of these four ways. 


Essential hypertension first passes through the 
so-called functional stage in which there is no 
evidence of organic disease of the arterioles, and 
in which the blood pressure fluctuates greatly and 
even returns to normal for short periods. As the 
disease progresses, organic changes appear in the 
arterioles and finally there may arise three types 
of dangerous complications, namely, myocardial 
insufficiency with congestive heart failure, chronic 
renal ischemia with renal insufficiency, and cere- 
bral or coronary arterial accidents. In the func- 
tional and even in the early organic stages there 
may be no symptoms; hence the patient usually 
consults the doctor when the disease is well ad- 
vanced. Obviously if any treatment is to be suc- 
cessful, it should be instituted as early as possible, 
and before cardiovascular changes have taken 
place. 


Keith and Wagener have divided cases with es- 
sential hypertension into four groups: (1) those 
with little or no sclerosis of the retinal arteries 
and without retinitis; (2) those with definite 
sclerosis of the retinal arteries but without retin- 
itis; (3) those with definite sclerosis of the retinal 
arteries with retinitis (hemorrhages and exudates) 
but without edema of the optic disks, and (4) those 
with definite sclerosis of the retinal arteries with 
retinitis and edema of the disks. It has been 
found that in cases in group four, the prognosis 
is very poor and the disease is extremely refractory 
to all types of treatment. 


In evaluating the results of treatment in hyper- 
tension it is necessary to emphasize the fact that 
the blood pressure in these cases may undergo 
spontaneous fluctuations. The cold pressor test 
(Hines) has been valuable in estimating maximal 
blood pressure and the administrations of bar- 
biturates together with rest in bed, has been val- 
uable in estimating minimal blood pressures in 
cases of hypertension. The treatment of hyper- 


tension may be divided into four parts: (1) general 
and dietary measures, (2) the use of drugs and 
biological preparations, (3) surgical procedures and 
(4) treatment of complications. 


General and Dietary Measures: 


It has long been recognized that rest and the 
reduction of nervous stresses and strains are im- 
portant in the treatment of hypertensive patients. 
Such a program has to be adapted to the individ- 
ual case. In general, patients with hypertension 
should be advised to get adequate sleep at night, 
to take a short rest following their noon meal, to 
avoid excitement, and if possible, to limit their 
business responsibilities. When the patients are 
young, it may be possible for them to select occu- 
pations which entail a minimal degree of nervous 
strain. In cases of severe or advanced hypertension 
further nervous relaxation may be obtained by 
prolonged quiet vacations, sojourns to warm cli- 
mates during the winter, the use of hot baths, and 
occasional days spent in bed. There is no justifi- 
cation for stating a gloomy prognosis to the pa- 
tient or for discussing the possibility of a cerebral 
vascular accident, as anxiety may be a definite 
factor in exaggerating the hypertension. 


Evidence that anything may be definitely gained 
from reduction of protein intake in uncomplicated 
cases is lacking. The question of intake of sodium 
chloride is debatable, but a low sodium chloride 
is probably advisable. Hypertension with obesity 
constitutes a definite dietary ‘management with 
the aim of reduction of weight. Patients with 
hypertension should not take coffee or alcohol in 
amounts to produce insomnia or nervous excite- 
ment. There is increasing evidence to show that 
the use of tobacco is harmful and may be the 
main factor in augmenting the blood pressure. 


The Use of Drugs and Biologic Preparations: 


In a general way, results as indicated by careful 
studies over a period of time have been disap- 
pointing. 

Sedatives: Barbiturates and bromides have been 
used extensively because of their depressant action 
on the sympathetic nervous system, avoiding as 
much depression of the higher cortical centers as 
possible. Barbiturates have less danger of toxic 
effects. 

Sulfocyanates: The exact method of action has 
not been determined and should only be used when 
patients can be kept under close observation, and 
where tests for concentration in the blood can be 
made periodically. There is a definite tendency 
toward accumulation and serious toxic effects may 
occur when a concentration reaches 18 mg. per 
100 cc’s. Concentration should be maintained be- 
tween six and 12 mg. per 100 cc. 

Nitrites and Nitrates: They produce a definite 
fall in the blood pressure due to peripheral vaso- 
dilitation, but their effects are too transient to 
produce any definite therapeutic effect. 

The Methyl Purines: Caffeine, theobromine and 
theophylline have been used for their vasodilita- 
tion effect, and are usually combined with some 
barbiturate. 

Iodides: Have been used empirically but their 
physiological action is questionable. 

.Tissue Extracts: Pancreatic tissue extract, liver 
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extract, various muscle extracts and others have 
been known to give a definite fall in blood pressure 
when given intravenously to animals. However, 
they are not safe to use on human beings, but 
when given intramuscularly or subcutaneously may 
have little or no effect. 


Ovarian Hormones: The administration of estro- 
genic hormone has relieved symptoms in many 
instances where hypertension has come on with 
the menopause but has been very disappointing in 
its effect on blood pressure. 


Surgical Treatment of Hypertension: 


At present the operation of choice is sympathec- 
tomy, however, it will be necessary to wait several 
years longer before making a critical evaluation of 
this treatment for hypertension. In those cases 
in which definite unilateral renal disease associated 
with hypertension, if the blood pressure has re- 
turned to normal following nephrectomy and in 
rare instances where hypertension is associated 
with renal tumors, operation of such tumors is 
justified. 


Treatment of Complications: 


In most cases where hypertension has progressed 
to the stage where cardiac, renal or vascular com- 
plications have occurred, it is necessary to direct 
treatment chiefly toward these complications and 
therapy is largely a matter of conservation. The 
treatment of coronary and vascular accidents is 
essentially the same as when hypertension does 
exist. The outlook in cases of hypertensive heart 
disease and congestive heart failure is poor. It is 
often possible, by prolonged periods of long rest in 
bed and by the use of dieuretics and occasionally 
digitalis, to restore compensation but it usually 
only a matter of months before the condition 
recurs. When renal insufficiency is present with- 
out edema, the intake of fluids should be high 
(3,000 cc) and the intake of protein should be re- 
stricted to approximately 50 mg. daily. The oc- 
currence of renal insufficiency is an extremely 
bad prognostic sign as it is usually evidence of 
advanced chronic renal ischemia of a progressive 
type. 
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The Incidence of Intestinal Parasites—An Analysis 
of 2,265 Routine, Consecutive Stool Examinations 
In the Outpatient Dispensaries of Charity Hos- 
pital of Louisiana at New Orleans. Emma 8. 
Moss. (American Journal of Clinical Pathology, 
July, 1939, Volume 9, Number 4.) 


In this the authors have made an extremely 
interesting and valuable analysis of 2,265 routine 
stool examinations for parasites. Many very val- 
uable tables have been prepared showing the inci- 
dence of parasites as to race, age and sex. 

Nine hundred and nineteen of the 2,265 stool 
specimens, or 40.5 per cent, were positive for at 
least one parasite. 


It is interesting to note that of the 146 cases 
of ascaris, 138 of them were in patients over 16 
years of age. Twenty-eight of the patients were 
white males and 47 white females. Thirty-seven 
were colored males and 34 colored females. The 
sex and race incidence is practically parallel. 


Trichocephalus trichiurus is the most frequent 
helminth encountered. 

Endamoeba coli is the most frequent protozoa. 

Giardia lamblia was present in 182 cases. 


Ascaris lumbricoides appeared alone 63 times and 
in association with other parasites 80 times. 


Endamoeba histolytica showed an absolute inci- 
dence of 3.4 per cent. This is based on the find- 
ing of typical cysts and is therefore somewhat 
lower than the figures usually achieved, which 
take into consideration precystic forms. 


Strongyloides stercoralis appeared more frequent- 
ly alone than in association with other parasites 
and more common in males and in patients over 20 
years of age and only three times in negro subjects. 


Enterobius vermicularis. This parasite appeared 
27 times alone and 18 times in association with 
other parasites. Eighteen were males and 27 fe- 
males. Thirty-nine were under 20 years and six 
over 20 years of age. 

Necator americanus. A casual check of the data 
reveals that the majority of subjects studied be- 
longed to the urban population from rural districts. 


Endolimax nana. This parasite appeared 53 times 
and its chief importance seems to lie in the fact 
that it may be confused with amoeba histolytica. 


Taenia saginata. Of the 10 infections with this 
parasite, only one was in association with other 
parasites. Only two of the 10 subjects were over 
20 years of age. 


Progress in Internal Medicine. Blood—A Review 
of the Literature. Cyrus C. Sturgis, M.D., Ra- 
phael Isaacs, M.D., 8S. Milton Goldhamer, M.D., 
and Frank H. Bethell, M.D., Ann Arbor, Mich. 
(Archives of Internal Medicine, July, 1939, Vol- 
ume 64, Number L.) 


This is a continuation of this report, the first 
part being in the preceding journal. 

As is the yearly custom the authors have re- 
viewed many articles, 512 in all, which have been 
published recently on the subject of blood and 
allied diseases. Much recent data has been col- 
lected, such as the effects of certain recent drugs. 


Kracke’s work is outstanding in connection with 
the study of granulocytopenia. Two important 
diagnostic points are emphasized by Kracke, the 
first being that the patient with granulocytopenia 
shows no disturbance of the hemoglobin, erythro- 
cytes or platelets, unless the process is prolonged. 
The second point is that there seems to be gen- 
eral agreement that these patients exhibit a 
marked degree of prostration entirely out of pro- 
portion to physical signs. Kracke also considers 
the present method of treating granulocytopenia 
as highly unsatisfactory and states, “No one man 
probably has treated a sufficient number of cases 
to form a proper evaluation of therapeutic agents.” 
He points out that the granulocytopenic patient is 
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suffering from two distinct diseases. One is de- 
pletion of white cells and the other, an invasion of 
organisms resulting from the lowered resistance. 


He gives ten times the usual doses of liver extract 
in connection with the treatment. 

Considerable emphasis has been placed and is 
herein reported in connection with the relation 
between sulfanilamide and granulocytopenia. Rez- 
nikoff considers that there are four important 
factors in connection with the causation of granu- 
locytopenia: (1) fatigue, (2) drugs, (3) menstrua- 
tion and (4) infection. 

Reviews of work on anemia, pregnancy, Hodgkin’s 
disease, lymphosarcoma, leukemia, leukemoid con- 
ditions, bone marrow and hematological methods 
are also abstracted. 
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Urologic and Cutaneous Review. Lithiasis number. 
August, 1939. 


This issue is devoted entirely to the considera- 
tion of urinary lithiasis and the majority of the 
articles consider various clinical and pathological 
aspects of renal and ureteral calculi. 


Kahle and Maltry analyze 66 cases of large 
ureteral calculi from a clinical standpoint. The 
statistical data obtained is interesting. 


Bowers discusses urinary calculi and concludes 
that urinary calculi are not a product of modern 
civilization and that no single simple explanation 
for calculous formation can be advanced. He is 
convinced that many ureteral and vesical calculi 
can be removed by conservative surgical methods. 
So called “silent” renal stones should not be treated 
expectantly but should be removed before they 
produce additional damage to the kidney. Incisions 
made in the kidney and ureter in order to remove 
stones should be allowed to close without suture. 


Turner presents a very comprehensive article on 
the management of stone in the ureter. The mul- 
tiple catheter has in his hands been the most 
successful method for the removal of such calculi. 
As far as the prevention of recurrent calculi he 
shares the same belief as many others that ones 
efforts in this direction are limited, but particular 
attention should be paid to the eradication of in- 
fection of the urinary tract, the correction of meta- 
bolic dysfunction and the promotion of better 
drainage to correct stasis. 


Deakin presents a case which demonstrates the 
value of a permanent nephrostomy in an individual 
afflicted with recurrent stone of the kidney. The 
same procedure was shown to be of benefit in four 
cases of solitary kidney in an article by Wright. 


Lazarus discusses the etiological factor of trauma 
in the formation of renal stone. He cites one case 
in detail which definitely proved that trauma was 
the predominant factor for the formation of a 
large stone in the kidney. 


An important article was one by Abeshouse and 
Zinberg in which was discussed the similarity of 
the distribution of pain in herpes zoster and renal 
lithiasis. Case oo are presented which demon- 
strate the close arity of the neurologic attack 
of herpes zoster to that of renal colic. 


Prostatic calculi are considered in the article by 
Lynch and Thompson. They discuss the etiology, 
symptoms, diagnosis and treatment and cite typical 
case histories. 

Comment: Recent literature on urinary calculi 
has placed much emphasis on the etiological fac- 
tors of diet and vitamin deficiency towards the 
formation of stones. Reading this particular issue 


gives one the impression that the contributors of 
these articles hold little confidence that diet or 
vitamins have very much to do with calculous 
formations. Undoubtedly this phase of study has 
been overly exaggerated by enthusiastic investiga- 
tors. Most of the essayists are of the opinion that 
in instances of recurrent calculi chief dependence 
for prophylaxis can hardly be placed on diet or 
vitamins in order to prevent recurrence. Eradi- 
cating infection and the correction of urinary stasis 
is fundamentally important for the prophylaxis of 
stone. 

As far as the actual removal of ureteral stones 
is concerned the majority of urologists are of the 
opinion that the simple catheter or multiple cathe- 
ter method is the safest. With this procedure a 
goodly percentage can be removed or encouraged 
to pass spontaneously. Failure in this method of 
removal warrants recourse to open surgery. 


4) 
> 








Index to Advertisers 











Balyeat-Bowen Hay Fever and Asthma Clinic......................iii 
Beverly Hills Sanitarium RTE tone ~ 
Bilhuber-Knoll Corp... xxvii 
Bone and Joint Hospital (McBride a v 
Caviness Surgical Company... steel lath eameneatitataamsiaai 
se “one enw xx 
EES ET Le ERE viii 
Cook County “Graduate School of Medicine vi 
Corn Products Sales Company..... xiv 


Duke Sanitarium.............................................Inside Back Cover 
Eli Lilly and Company.... — xvi 
First Texas Chemical Mfg. Co. 


Goldfain Rheumatism-Arthritis Research wevnenened 
Grandview Sanitarium............ 





Hynsen, Westcott, Dunning, Inc iv 
Insured Investors............. — 
Lain-Eastland Clinic = ‘ xxx 


Lederle Sghevetast.. CE I 
Luzier’s, Inc... patitietiadinte 






Mead Johnson & Company. 
setions Arts — ns 


Dr. Moody’s Sanitarium... EAE RE a " eS 
Philip Morris & Co..... . one xxv 
Muskogee Artificial Limb Co. acieeil 356 
National Association of Gum Manufacturers xxvii 
Neurological Hospital ............-....-.-..--e-ecceceeeeneseees ee vii 





Oakwood Sanitarium... xii 


Oklahoma City Clinical Society. 





Parke, Davis & Co....... — , xxxii 
Pearson School... hcepiectenttlnisibeediiniiaiiaibilatmaninis iv 
Petrolager Laboratories, “Tne.. eee X Vii 
Physicians Casualty Association—Health Association sateieuananal vi 
Physicians Directory.. xxii-xxiv-xxvi-xxviii-xxix 
Polyclinic Hospital.... 1 - ..._&xiii 
Te a vii 
S.M.A. Corporation ee — | 
Smith-Dorsey Company, The xxx 
Smith, Kline & French Laboratories xv 
Speier Clinic... 0 SS a a ee vi 
E. R. Squibb & Sons. xxxi 


Deewwelly Teh ac. eennece en neveccesnesenanctenencoencnenion 
Timberlawn Sanitarium........... 
Trowbridge Training School 
Tulsa Medical Distributors 











Upjohn Company, The. =e '2 2 xi 
Von Wedel Climic. i... .ececcccccceceseneeeee Inside Back Cover 


Woodcroft Hospital... = a ieatienaiee ee 
John Wyeth & Brother... “= . coed 5-xxi 
eee ae ee ee : ees 357 





cr =" ~* 


